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The subject for this study is the nature of 
psychiatric illness occurring in association with 
childbirth and the attainment of motherhood, 
a definite psychological goal for women. 

It is a commonly accepted fact that stressful 
life situations are often associated with illness, 
particularly with psychiatric illness. Observers 
have often been puzzled by finding that the 
attainment of a goal, i.e., success, may consti- 
tute just such a stress, and that illness may 
occur at this time (12). In studying such phe- 
nomena different points of view may be 
adopted: it is possible to see the illness as a 
reaction to the stresses of the precipitating 
event or as the end product of a gradual patho- 
logical life development. In the following study 
these approaches will be combined in order to 
gain a clearer understanding of the relation- 
ships between life development, personality, a 


specific pathogenic life situation, and psychi- 
atric illness. 


REVIEW OF LITERATURE 


Profound emotional disturbances associated 
with childbearing have attracted the attention 
of physicians since early recorded times (39). 
In recent studies, the incidence of these condi- 
tions varies from,3 per cent to 18 per cent of all 
females admitted to psychiatric hospitals (3, 
5, 6). Most of them can be handled satisfacto- 
rily by the obstetrician or by a psychiatrist on 
an out-patient basis; few cases require psychi- 
atric hospitalization (2, 5). There is actually 
little agreement, however, as to the number of 
women who do need intensive treatment (2, 5, 
23). Hemphill (16) gives an incidence of 17 
per cent in 37,000 deliveries over a 10-year 
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period. Many American studies use the com- 
monly accepted figure—1 in 400 deliveries. 

The time of onset as related to pregnancy 
also varies considerably in the available 
studies. There is general agreement that the 
majority of illnesses begin during the early 
puerperium. Boyd, in a careful review (5), sug- 
gests an average of 14 per cent with an onset 
during pregnancy, 54 per cent during the first 
two weeks after parturition,‘and 32 per cent 
during the later puerperium. Linn (23) is in 
favor of restricting the term “post-partum 
psychosis” to those reactions whose onset is 
within two weeks after delivery; he finds these 
to have a highly favorable prognosis for com- 
plete recovery. 

There is general agreement in most studies 
as to the age of onset of these illnesses: the 
peak occurs at 28. However, there is disagree- 
ment as to the parity of the mothers. Some 
authors found greater numbers of multiparas 
in their series (2, 29); others found that women 
expecting their first baby were more eee, 
(17, 31). 

The religious background of patients suf- 
fering from these disorders has evoked con- 
siderable interest; the findings of Strecker and 
Ebaugh (35) and Smalidon (34) that there is 
a higher incidence among Jewish women have 
been ‘disputed disputed by Brew and Seiden- 
berg (6). 

Until the advent of asepsis and antibiotic 
therapy, many of the delirious reactions and 
excitements which were described undoubtedly 
had a toxic-exhaustive basis (3, 4). The only 
contemporary observers who give a high inci- 
dence (48 per cent) of delirious reactions point 
out that many of the patients come from a poor 
economic background and could not receive 
the benefits of modern prenatal care (29). A 
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detailed physiological study of 14 psychotic 
mothers made in England in 1934 showed 
renal impairment in all but one case and re- 
ported improvement following treatment 
aimed at reversing a number of biochemical 
imbalances (28). Studies of body-build have 
recently appeared (29). 

Among psychiatrists who have studied the 
psychodynamics of these illnesses there have 
been two general trends or attitudes: The 
first, which sprang from Macdonald’s work in 
the 19th century (25), regarded them as spe- 
cifically brought about by pregnancy and 
parturition (5, 15, 16, 20, 23, 35). This ap- 
proach has led to several interesting theo- 
retical formulations. Thus Zilboorg sees partu- 
rition as a symbolic castration, occurring in 
narcissistic, frigid, latently homosexual women. 
The “loss” of a child leads to overwhelming 
hostility directed against it (37, 38). Deutsch, 
in her review of psychoanalytic observations 
(7), recognizes two possibilities: the psychosis 
may reflect a primary oral urge to devour the 
child, or it represents a breakdown in the face 
» of a conflict between the woman’s strivings 
towards personal growth (“ego-enlargement’’) 
and her desire for reunion with the child 
(“maternal instinct’”’). The importance for the 
mother of the experience of separation from 
her child is also stressed by Linn and Polatin. 
They describe “reactivation” of earlier post- 
partum psychoses in former patients whose 
only child, now an adult, left home to go to 
colleze or to get married (24). Few studies have 
been recorded in the literature of the emotional 
reactions that “normal’’ women undergo in the 
setting of pregnancy, parturition, and the puer- 
perium. The role of anxiety, its sources, and 
its effects on the mother and child have been 
studied by Greenacre and others (14, 19, 22). 
Escalona decrihes an initial post-partum sensa- 
tion of relief from the anticipatory anxieties of 
parturition. This is often followed by phases of 
bewilderment, marked passivity, and morbid 
concern over the child’s physical and sexual 
makeup. The normal! mother’s inability to cope 
with her own dependency needs in the face of 
the demands made upon her by the newborn 
infant was felt to be responsible for these reac- 
tioris (10). Eissler describes a brief post-partum 
phase of “passionate triumph” stemming from 
the realization that the woman has reached the 


maximum of her creative potential and feels 
that this may be a significant factor in depres- 
sions occurring at this time (9). 

The second general trend in psychodynamic 
investigation is to see the psychiatric disturb- 
ance associated with reproduction as incidental] 
to the course of a basic personality disturbace. 
Thus, pregnancy and delivery actually serve to 
worsen a pre-existing illness (4, 13, 17, 18, 27. 
29, 31). A number of investigators have been 
struck by the decidedly masculine orienta‘ ion 
of these patients (17, 24, 34, 38); they suffer 
from a general dissatisfaction at being women, 
tend to be independent, self-supporting, per- 
fectionistic, sexually inhibited and mailad- 
justed, frequently marrying late after pro- 
longed courtships. These women often strive 
actively to become pregnant, but character- 
istically for non-maternal reasons, e.g., to over- 
come nervousness, to please their parents, or 
to preserve an unsatisfactory marriage. Occa- 
sionally they are mildly elated during preg- 
nancy but generally are asymptomatic, having 
such an unusually smooth prenatal course that 
it is actually thought by some investigators 
(29, 32) that pregnancy “protects’’ the patient 
against the illness. Previous depressions, severe 
enough to require hospitalization, were found 
in 36 per cent of the patients intensively 
studied by Linn and Polatin (24). Few studies 
are in agreement about the quantitative and 
qualitative nature of the pre-existing psycho- 
pathology. The very high incidence of heredi- 
tary predisposition (25 per cent in the series 
by Hemphill (16) and 50 per cent in that by 
Parfitt (28)), as well as the frequent back- 
ground of broken homes and early environ- 
mental deprivation, serves to support the idea 
that the illnesses associated with childbirth are 
not essentially different from other psychiatric 
disorders. Saunders (31) finds sexual maladap- 
tation the main psychogenic factor responsible 
for these illnesses which, in her experience, 
differ in no way from psychoses of corre- 
sponding types at other life epochs. Anderson, 
however, im a meticulous point-by-point com- 
parison of 50 patients with post-partum reac- 
tions and 50 comparable illnesses without 
childbirth, finds no specific difference in the 
sexual histories or sexual psychopathology of 
two groups (1). 

Some authors clearly feel that the sex of the 
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child is of significance, and that mothers having 
male offspring predominate among these pa- 
tients (34). Others deny that this is a signifi- 
cant factor (6, 24). Many contemporary in- 
yestigators agree that hostility towards the 
child is an almost constant finding in these 
patients (6, 17, 34, 36, 37). Suicide and infanti- 
cide are serious complications found in almost 
all major studies of this problem, and have 
been subjected to further investigation by 
some authors as distinct psychopathological 
reactions (26, 33). 

In reviewing the literature, the wide degree 
of variation in the differential diagnostic break- 
downs of these illnesses is quite striking: 


Schizo- | | Delir- 
|phrenia | ium 
% % % 
1911—Runge (30)............. 37 20 25 
1926—Strecker and Ebaugh 
1927—Kilpatrick and Tiebout 
1933—Anderson (1)........... 18 70 6 
1940—Smalldon (34).......... 30 50 
1942—Boyd (5)............... 20 40 29 
1950—Brew and Seidenberg (6).| 52 42 
1955—Polonio and Figueiredo 


Only Ewald stresses the enormous difficulty 
that is so often encountered in trying to arrive 
at an accurate diagnosis in the majority of 
these cases (11). The question has not been 
raised whether this is in itself a characteristic 
of these disorders, or if the confusion stems 
from a lack of understanding of pertinent 
and psychopathological fac- 


The techniques and results of treatment as 


described in literature are found to be at con- 


siderable variance. James, whose over-all 
recovery rate is 70 per cent, concludes that 
prognosis depends on diagnosis (he noted de- 
pression in all cases irrespective of diagnostic 
classification), number and severity of previous 
attacks, family history of psychiatric dis- 


orders, and the status of the patient’s marriage 
(18). While some authors are impressed by the 
poor therapeutic responses and the guarded 
Prognosis in these conditions (2, 6), a more 


optimistic outlook is taken by those who rec- 
ommend intensive treatment, including electric 
convulsive treatment (3). Douglas feels that 
the mother’s recovery is facilitated when the 
newborn child remains in the hospital with the 
mother who thus can work through, psy- 
chotherapeutically; the practical and emotional 
problems of infant care (8). Victoroff, who 
views ‘“‘para-partum”’ psychoses not as disease 
but as events in the lives of his patients, shows 
that the recovery rate is better when psycho- 
therapy is carried out both between and during 
pregnancies. Nevertheless, his relapse rate was 
60 per cent (36). Rates of recovery and re- 
currence vary enormously in the majority of 
studies which have been reviewed, all of which 
suffer from a lack of complete follow-up of the 
patients. 


CLINICAL STUDY , 
Selection and classification of patients 


Fifty-four patients were selected from all 
females (3,000) admitted to the Payne Whit- 
ney Psychiatric Clinic of The New York 
Hospital, from 1933 to 1955. Criteria used were 
that the onset of their first illness occurred 
during a period of 90 days before or after 
delivery of a baby and hospitalization was of 
sufficient duration to permit a complete study. 
Cases which did not fulfill these criteria for 
selection were nonetheless reviewed for infor- 
mation which might augment or corroborate 
our findings. 

On the basis of fundamental psychopatho- 
logical constellations, the patients can’ be 
grouped into three distinct. types: I) dis- 
organized, II) depressed, ITI) paranoid. 

Group I (disorganized). Twenty-seven pa- 
tients constituted this group in which the 
clinical picture was characterized by disorgan- 
ization. They were excited, confused, fearful, 
and assaultive. Hallucinations, misinterpre- 
tations -and delusions were usually present. 
Posturing, destructiveness, symbolic and au- 
tistic language and activity made their hospital 
course stormy. Sexual excitement with open 
masturbation and homoerotic behavior oc- 
curred frequently. The concomitant findings 
of elation and/or depression often led to an 
initial impression of a manic depressive reac- 
tion, but with closer observation the affect was 
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found to be markedly inappropriate, and in- 
variably the presence of schizophrenia became 
obvious. These mothers were usually com- 
pletely incapable of caring for their children 


-and often denied, in their thinking and be-. 


“henge, the fact that childbirth had occurred. 


Case 1: A 29-year-old Jewish woman entered the 
hospital 12 days after the birth of her first child, a boy. 
Labor, lasting 8 hours, and delivery had been uncom- 
plicated. Immediately after the delivery, she became 
overtalkative and elated, but irritable and critical of 
the hospital personnel. She went home on the 9th post- 
partum day, developed increasing tension, restless- 
ness, insomnia, and frequently desired to be affection- 
ately caressed by her husband. She was unable to 
organize her day, and nursing the child became in- 
creasingly difficult. Three days later she began to 
posture and spent hours applying her makeup. She 
talked excitedly on the telephone, developing the 
belief that the pediatrician was trying to trick her and 


that she had been hypnotized during the delivery. With 


increasing excitement she talked of writing’a book 
called “Rebirth”. She talked about herself as the Virgin 
Mary and her husband as Joseph. On admission, phys- 
ical examination was essentially negative, and labo- 
_ Fatory studies were within normal limits. Her psychiat- 
ric examination showed overactivity, pressure of speech, 
moderate elation, hallucinations of God’s voice, ideas 
of reference, misidentification, and the delusional 
preoccupations mentioned above. Memory loss and 
confused thinking, and impaired judgment were 
present.. In the hospital she showed excitement, inappro- 
priate laughing and crying, destroyed furniture, and 
assaulted nurses. She spat, smeared sputum, refused to 
eat, arid tried to drown herself in the bathtub. She 
denied having had a baby—“I’ve had a monstrosity.” 
There was posturing, erotic talk, and delusions of 
Lesbiais and “half-men” in her room. Mixed eroticism 
and resentment was shown toward males. She received 
six electric convulsive treatments during her five month 
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Group II (depressed). In 14 patients, the 
outstanding feature was depression accom- 
panied by feelings of unworthiness, guilt, and 
inadequacy, and frequently culminating in one 
or several suicidal attempts. Mild paranoid 


_ projections and varying degrees of disorganiza- 


hospita! course. One year later she was reported doing 


well. 

The oldest of three children, she had a dependent, 
. passive father and a stable, cheerful mother who died 
six years after her birth. Raised by different relatives, 
she was a lonely child, much given to intellectual 
pursuits and docile-submissive attachments to others. 
She stated that at 6 a neighbor tried to “rape’’ her. 
She won scho ips and graduated with a brilliant 
record from a teachers’ college. Thereafter she began 
a successful career in designing and advertising in New 
York City. She was a shy, dependent, sensitive, highly 
ethical person with strong feelings of physical inade- 
quacy and loneliness. At 22 she married a struggling 
news correspondent after a two-year courtship during 
which she was the aggressor. Living on her salary, her 
husband. became increasingly dissatisfied with the 
marriege and separated from her to work in the Orient. 
After a number of years of bitter conflict, she persuaded 
him to return to the United States one week before 
the attack on Pearl Harbor, and became pregnant. 


tion in routine led to inability to care for their 
children. Lethargy, apathy, inactivity, obses- 
sive ruminative thinking, and phobic anxiety 


frequently accompanied the depression. These 


patients were able to care for their children 
only ‘with a great deal of support; they were 
keenly aware of a feeling of failure as mothers. 


Case 2: A 27-year-old Protestant housewife was 
admitted to the hospital one month after the delivery 
of her first child, a girl. During the 8th month of preg- 
nancy she had begun to experience doubts about minor 
dissatisfactions concerning her apartment, felt 
“trapped”, and had difficulty organizing her daily 
routine. Following an uncomplicated delivery she be- 
came depressed, anxious, tense, and obsessively con- 
cerned with her inability to handle the child. (She had 
wished for a boy.) Insomnia, anorexia, and a fear of 
harming her child, and feelings of hopelessness mounted, 
and she attempted suicide by ingesting aspirin. She 
expressed a need to suffer and to punish herself for a 
lack of maternal feelings. On admission, physical exam- 
ination was negative. Laboratory findings, including 
an electroencephalogram, were within normal limits. 
Psychiatric examination found her depressed, retarded, 
and obsessed with a conviction that she had ruined the 
lives of her husband, daughter, and self. Concentration, 
insight, and judgment were impaired. Memory and 
orientation were normal. 

During a two-month course of psychotherapy while 
receiving reserpine, she improved but then again be- 
came depressed. Increasing withdrawal, culminating in 
resistiveness, mutism, negativism, and attempts at 
blinding herself, necessitated a series of 18 electric 
convulsive treatments. Visits home and contact with 
her child led to recurrence of depression with delusions 
and guilt. Psychotherapy carried on throughout her 
hospitalization revealed conflicts in her attitudes to- 
wards her father and husband, hostility toward -her 
mother and daughter, and homosexual feelings since 
adolescence. A constant need for perfectionism and 
submissive suppression of anger was discussed. The pa- 
tient’s inability to handle dynamic material led to an 
increasingly supportive and directive approach by her 
therapist. Nevertheless, after 9 months of treatment 
she had not improved sufficiently to return home and 
was transferred to a state hospital where she remains 
at the present time. 

The patient was born of a crippled, alcoholic, ex- 
plosive, and miserly father who died when she was 14, 
and a mother who suffered from recurrent depressive 
illnesses throughout life. She was the fourth of five 
children. The patient made an average scholastic ad- 
justment and worked from the age of 14 until her preg- 
nancy. She held a number of demanding secretarial 
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positions, with increasing success. She made a good 
social adjustment, was attractive, quiet, thrifty, and 
displayed “good common sense”. After marriage at 
23 she supported her husband, an easygoing, devoted, 
passive man who later became a successful engineer. 
Menarche occurred at 14 years, mild depression ac- 
companied menstruation, and an active sexual life with 
frequent orgasm began after marriage. : 


Group III (paranoid). The outstanding 


characteristics of this group of 13 patients. 


were inaccessibility, defensiveness, guarded- 
ness, sensitivity, and suspiciousness, best 
described as paranoid. Although these patients 
can discuss their problems in an intelligent 
fashion, reality is distorted through projection 
and denial. Ideas of reference are common. 
These patients resist hospitalization and treat- 
ment, often refusing to cooperate with a series 
of doctors and finally manipulating a close 
relative into taking care of them. Because 
they rarely show outstanding depression and 
remain superficially well organized, suicidal 
and infanticidal attempts are exceedingly 
dangerous and often successful. Resentment 
is prominent and they are critical, controlling 
mothers. Although they often beg and demand 
to be with their children, they can show little 
true affection for them. Their child-care is 
hampered by a rigid, perfectionistic, and tense 
approach. 


Case 3: A 31-year-old Presbyterian housewife was 
delivered of twin boys after an uneventful pregnancy, 
her first. Four weeks later she began to feel “exhausted” 
and asked her mother to help care for the children. She 
developed ideas of reference about the neighbors, 
feeling accused of inadequacies as a mother. She became 
tense, seclusive, and increasingly perfectionistic in 
managing the children. She developed paranoid delu- 
sions consisting of the belief that relatives were trying 
to break up her marriage and that well-known novels 
made derogatory references to her. Three months post- 
partum, she attempted to kill herself by drinking Lysol 
and cutting her wrists. One month later she agreed to 
enter the hospital. Physical examination was negative, 


and laboratory findings were within normal limits. 


Psychiatric examination revealed an attractive woman, 
mildly depressed and retarded, who had _ well-de- 
marcated ideas of reference close to paranoid projection; 
and bizarre, self-depreciatory ideas were prominent in 
her psychotherapeutic relationship. She was able to 
review her life history in some detail, recalling chronic 
death fears and guilt. Since adolescence she had been 
aware of homosexual desires and a desire to be a man. 
In two months of hospitalization there was marked 
symptomatic improvement leading to her insistence on 
leaving the hospital to care for her sons. She was able 
to make a satisfactory adjustment until two years 
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later when she became pregnant again, delivered un- 
eventfully, wrote a letter to her former therapist stating, 
“This time I feel sure things will be different,” and 
two months later poisoned herself and her three chil- 
dren. 

Her father was a teacher, suspicious, withdrawn, 
and aloof; her mother, an ambitious, disappointed, 
controlling woman who pushed the patient into a suc- 
cessful career. A younger sister had ulcerative colitis. 
The patient was a highly intelligent and aggressive 
woman who achieved Phi Beta Kappa with little diffi- 
culty. She was a successful business woman and fashion 
designer who worked until the fifth month of her preg- 
nancy. Following a homosexual affair at 25, she began 
sexual relations with her future husband, a passive 
unsuccessful man. At 29 she married, but remained 
frigid and felt unhappy and inadequate as a wife. A 
sensitive woman with very high standards, she covered 
up her underlying insecurity with an outward confi- 
dence and independence, and wanted children in order 
to prove herself capable of being feminine. 


ANALYSIS OF CASE MATERIAL 
Identifying characteristics of patients 


All of the patients were married, Caucasian 
women. They came from all socio-economic 
strata, with the majority from a middle socio- 
economic level. At the time of admission, most 
patients were between the ages of 24 and 34; 
there was a cluster of Group I patients in the 
25-29 year age range, while Group II and III 
patients tended toward a greater scattering 
in age, with a preponderance of older women 
(table 1). Forty-two and three-tenths per cent 
of the patients were Protestant, 36.6 per cent 
Jewish, and 21.1 per cent Catholic. These per- 
centages differ from those found in a group of 
200 unselected females admitted to the hospital 
in this age period, which were: Protestant 51.5 
per cent; Catholic 27.5 per cent; and Jewish 
21.0 per cent. The patients had not had pre- 
vious psychiatric illnesses, and had the acute 


TABLE 1.—Psycuiatric Disorpers ASSOCIATED 
WitH CHILDBIRTH 


(54 patients) 
Age distribution 
Age Group I | Group II | Group III All Patients 
20-24 4 1 1 6 
25-29 16 4 5 25 
30-34 5 5 4 14 
35-39 2 3 3 8 
40-44 0 1 0 1 
Total... 27 14 13 54 
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onset of their illness within 90 days before or 
after the delivery of a child. Thirty-four ill- 
nesses began in the first month, five in the 
second month, and five in the third month 
post-partum; only six began in the three 
months pre-partum. Most of the patients (32) 
became ill in relation to the delivery of their 
first child; 13 in relation to the second child; 
six to the third child; and one each to the 
fourth and sixth child. The sex of the infant 
was not statistically significant, a random 
distribution occurring in all groups. The aver- 
age length of hospitalization was four months. 


Characteristics of iliness 


1. Diagnosis. Clinical diagnoses were arrived 
at jointly by the authors after an intensive 
review of the entire clinical record in each case. 
Included were: schizophrenic reactions (39), 
manic depressive depressions (2), psychotic 
depressive reactions (5), paranoid states (4), 
psychoneuroses (3), and psychopathic per- 
sonalities (1). As can be seen from table 2, a 
marked variation in diagnosis occurred among 
the three groups of patients. All patients in 
Group I had schizophrenic reactions with para- 
noid and catatonic features. Six of the seven 
depressive reactions occurred in Group II, 


III. 

2. Psychopathology. Fundamental psycho- 
pathologic findings in all groups corresponded 
to basic diagnostic criteria. Certain secondary 
features, which are commonly not regarded as 
crucial, served either as common denominators 
for all the patients or as significant distin- 
guishing features of one or more of the sub- 
groups. These psychopathologic findings and 
their occurrence may be found in table 3. 
Paranoid delusions and hallucinations were 
_ present in 34 patients. Paranoid defensiveness 
was considered present when the patient mani- 
fested incontrovertible suspiciousness, refusal 
to divulge factual material to the therapist, 
deliberate -.guardedness in her interpersonal 
relationships, and ideas of reference. Depres- 
sion was manifested by retardation, self-depre- 
ciatory ideas, ideas of futility, the subjective 
experience of deep sadness, or suicidal thoughts 
or actions:~ Destructive behavior was con- 
sidered present if actual destructive or assaul- 
tive activity took place during hospitalization. 


while all the paranoid states occurred in Group 


TABLE 2.—Psycuiatric Disorpers AssociArep 
WITH CHILDBIRTH 


patients) 
Diagnostic categories 

Category = = = 
2| 8 | 2 

Schizophrenic reactions. . 27; 7| $| 39 
Manic depressive, depressed. . e's Or 2 
Depressive reactions............ 0; 4] 1) § 
Paranoid reactions.............. 
Psychoneurotic reactions........ 24 
Psychopathic personality....... . 0; 0; 1) 1 

27| 14| 13 54 

TABLE 3.—PsycuIATric DisorpERS ASSOCI\TED 
WITH CHILDBIRTH 
(54 patients) 
Psycho pathologic characteristics 
8 = 
Paranoid delusions and hallucina- 

Paranoid defensiveness.......... 8; 6/ 11 25 
dle & 20 | 14/ 12 4% 
‘21 1 1 | 23 
Sexual disturbance.............. 24; 3% 


Fear was distinguished from anxiety and ap- 
prehensiveness; it was considered to be present 
only if the patient experienced and manifested 
a definite fear of specific trauma from specific 
activity in herself or in the environment. 
Sexual disturbance was manifested by hetero- 
sexual or homosexual erotic activity in relation 
to other patients or the staff, or by open and 
excessive masturbation. 

It will be seen that paranoid delusions and 
hallucinations were a very common feature in 
Group I, but were quite unusual in Groups II 
and III.? Conversely, paranoid defensiveness 


/ was uncommon in Group I, more common in 


Group II, and present in 11 of 13 patients in 
Group III. Depression occurred commonly in 


all three groups (by definition, it was found in 


all of Group II), and fear occurred in a large 
number of-each group. Destructive behavior 


tion o infant or faniure, 
and sexual themes. 
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and sexual disturbance, such as open masturba- 
tion and erotic advances to other patients, 
were common in Group I and much less so in 
Groups II and III. Confusion was present in 
several illnesses, but its presence could not be 
determined with sufficient reliability to war- 
rant tabulation. 
Family constellation 


‘1. Paternal and maternal figures. 
tempt to clarify the patients’ concept of their 
paternal and maternal figures, the character- 
ization of these figures as given by the patients 
was tabulated for each parental figure in the 
following categories: Sirong (successful, stern, 


highly emotional, dominating rigid, violent — 


temper); Weak (inadequate, vain, volatile, 
permissive, alcoholic); Unreliable (dead, crim- 
inal, alcoholic, distant, dour, emotional, pas- 
sive); Dominating (controlling, aggressive, de- 
manding, dominant, stable individual in a 
weak family); Rigid (obsessive concern, very 
efficient, self-centered, strict); Uses symptoms 
(nervous, invalid, hypochondriacal). These 
features overlap to some extent but, when 
applied to each parent, provide a substantial 
notion of the role which the parent assumed, in 


the patient’s awareness, during the patient’s 


early life. Unfortunately, the evaluation of 
the parent by objective observers (therapists, 
impartial relatives, close friends, referring 


| aeons) | is available in only half of the’ pa- 


tients. Although these observations bear out 
the patients’ evaluations, it appears wiser to 
limit the significance of the evaluation to that 
of a subjective impression on the part of the 
patient. 

Within these limitations, several character- 


istics seem clear (table 4). In all groups, to a 


total of 43, the fathers were noted to be un- 
reliable. Twenty-three fathers were character- 
ized as weak, and 22.as strong. All of these 
features seemed to occur with equal frequency 
ineach group of patients. Thirteen of the fathers 
were foreign-born, and six of these occurred 
in Group III. Only five fathers were alcoholic, 
and all of these were found in Group I. 

In contrast to the fathers, only 17 mothers 


were characterized as unreliable, with eight — 


of these being found in Group II. Instead, 33 
mothers are noted to be dominating; the fre- 
quency of such a characterization is most 
marked in Group I, while it is present in less 
than half of Groups II and III. Although the 
mothers, as a group, operate in a dominating 
fashion, fewer of them are strong; this char- 
acterization is also most marked in Group 
I with 7 such mothers, while a higher percent- 
age is regarded thus in Groups II and III. A 
total of 12 mothers used symptoms in dealing 
with their families; this manifestation, how- 
ever, did not occur in Group III. With the 
mothers, as with the fathers, 14 parents had 
died before the.onset of the present illness. The 


TABLE 4.—PsycuIATric DisoRDERS ASSOCIATED WITH CHILDBIRTH 


(54 patients) 
Parental characteristics 
Father Mother 
Group | Group All | Group | Group | Group All 
I II Ill I II Ill tients 
Death 

a) Before patient’s 12th year.................... 3 0 1 4 2 1 2 5 
_b) Before patient’s 2ist year................ eon ae 2 1 3 2 1 i 4 
2 0 0 2 0 0 0 0 
14 5 4 23 5 0 0 5 
1 4 20 7 6 33 
ccc ccccnscasccenccccdttutbeue 2 1 0 3 7 3 4 14 
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distribution of deaths was scattered evenly 
with the fathers, but 7 of the 14 deaths among 
thé’mothers had occurred in Group ITI. 

2. Siblings. Within the same limitations, as 
described for evaluation of parents, the rela- 
tions with siblings have been characterized as 
follows: Pseudomaternal relationship (patient 
called upon to nurse, care for, or guide a sib- 
ling); Rivalry (marked manifestations of sibling 
rivalry, persisting into adulthood); Close rela- 
tionship (marked mutual dependency, ex- 
tending into adulthood and interfering with 
extrafamilial relationships); No siblings. 

A pseudomaternal relationship occurred only 
- twice, in each instance in Group I. Marked 
rivalry was infrequent (7 instances) and dis- 
tributed equally among the groups. A close 
relationship was present for 6 of the patients 
in Group I, 4 of the patients in Group ITI, but 
none of the patients in Group II. All of the 
patients in Groups II and III had siblings, 
while 6 of the patients in Group I were only 
children. The position among siblings appeared 
to be of no particular significance. 

3. Husband. The personality characteristics 
of the husbands, as described by the patients 
__and by the therapists, seemed to fall into no 
predominant category as correlated with types 
of personality, diagnostic criteria, or other 
variables. In 16 instances their personalities 
appeared to be similar to those of the patient’s 
father, and in 6 instances to be similar to those 
of the patient’s mother. — 


Personality 


1. In the course of psychotherapy, it was 
‘possible to recognize certain personality 
strivings and conflicts. In evaluating these, as 
they appeared prior to pregnancy and illness, 
_ some predominant kinds of defenses could be 
discerned. These have been clarified and tabu- 
lated as follows: Compulsivity (meticulous, 
neat, rigid, perfectionistic, obsessive thinking, 
numerous compulsive rituals); Suppression 
(clear-cut conscious inhibition of recognized 
drives and desires, such as anger, sexual de- 
sire); Denial (inhibition of consciously rec- 
ognized drives and desires, with conscious 
activity directed toward the opposite goal). 
As can be seen in table 5, compulsivity was 
found to a marked degree, at an equal propor- 
tion in each group. Suppression, while common 


TABLE 5.—Psycuiatric Duisorpers Associ 
WITH CHILDBIRTH 
(54 patients) 
Personality mechanisms 


19 | 10 


Group III 


| eee | an 


to all groups, was present in all the patients 
in Group II, and in 10 of the 13 patients in 
Group III. Denial, the active extrapolation of 
suppression, was infrequent in Group I, but 
present in 10 Group II patients and 10 Group 
III patients. 

2. Masculine, feminine, and maternal char- 
acteristics. In order to determine the degree to 
which these patients showed masculine, femi- 
nine, and maternal characteristics in their 
pre-illness personality, each record was sub- 
jected to thorough analysis. A series of 18 
items was selected from an original list of 75 
items on the basis of their availability in our 
data and pertinence to the subject. The first 
six are considered to be “feminine”, the next 
seven ‘“‘masculine’’, and the last five “‘mater- 
nal’. 

. Identification with mother 

. Narcissistic attitude toward body 

. Passive-submissive attitude toward 

others 

Love of husband 

Desire for coitus 

. Capacity for orgasm 

Identification with father — 

Strong envy for, or identification with, 

a brother 

. “Masculine” wishes (desire to bea 

boy, or attempt to appear like one) 

10. Severe menstrual disorders 

11. Conscious homosexual desires 

12. Career outside marriage 

13. Aggressive-sadistic attitude toward 
others 

14. Interest in dolls or batkes during child 
hood 


17. Maternal warmth displayed toward 
child 


| 
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18. Realistic attitude toward the practical 
aspects of raising a child 


_A summary of the scores made by all the 
patients may be found in table 6, which reveals 
an interesting preponderance of masculine 
characteristics in every group, most marked 
in Group I. Of particular interest in the formu- 
lation of these scores is the presence of a 
career in 37 patients, the presence of conscious 
homosexual desires in 20 patients, and the 
presence of aggressive-sadistic tendencies; the 
last were common in Groups I and III (18 
and 11 patients, respectively) but occurred i in 
only three patients in Group II. 

In summary, the personalities of these pa- 
tients prior to the onset of illness were marked 


‘by rigidity, suppression of emotional and in- 


stinctual drives, activities tending toward the 
denial of these drives, inadequate adjustment 
as women, and strong, frequently conscious, 
homosexuality. The use of the stronger mech- 
anisms of suppression and denial was least 


TABLE 6.—PsycuiaTric DisorpERS ASSOCIATED 
WITH CHILDBIRTH 
(54 patients) 
Masculine, feminine, and maternal characteristics 


Identification with mother... .... 3; 
Narcissistic attitude towards 
Passive- submissive attitude to- 
Desire for coitus................ 4) £4: 
Capacity for orgasm............ 
Identification with father........ 6; 3i 
Identification with a brother... .. 
Masculine wishes............... 8| 24 
Severe menstrual disorders..... . . 31 
Conscious homosexual desires 11 3 20 
Career outside of 16 | il 


Cuneo interest in dolls or 
0; 0; 0; 0 
Desire for pregnancy............ 7) 8/21 
Desire to breastfeed child........ ii «ti 

Maternal warmth displayed to- 
Realistic attitude toward raising . 
0; 0; 0; 0 


marked in those patients (Group I) who 
developed the most disorganizing illnesses. 
Despite all the underlying sexual disturbance, 
the patients functioned in‘a role in life which 
could meet the criteria of that of a woman. 
Although they were rigid and pursued aggres- 
sive careers to an unusual degree, only one 
engaged in actual homosexual activity, and all 
entered into a female role which included mar- 
riage and childbirth. 


Significance of childbirth 

1. Desire for a child. It will be noted in table 
6 that only 21 patients expressed a desire for a 
child. The more thorough-going analysis to 
which these desires were subjected in the 
course of therapy, however, reveals the absence 
of a mature desire for offspring. For example, 
two patients s wanted a child in order to prove 
that they were not masculine. Four patients 
wanted only to please their husbands. Three 
patients wanted to save a failing marriage. 
Two patients wanted to cure physical symp- 
toms. Four patients wanted to please their 
parents or their relatives. 

2. Nature of relationship with child. In the 
analysis of the patients’ feelings toward their 
children, no information could be obtained in 
7 patients. Although the patients felt proud of 
their children’s appearance or behavior, they 
were aware of a sense of remoteness; feelings 
of love or warmth were not found. Feelings of 
hostility were recognized by patients in 19 
instances. 

In many patients the severity of illness pre- 
vented an analysis of their feelings toward the 
child, but significant clues could be obtained 
from dreams, fantasies, hallucinations, and 
delusions. Analysis of content revealed hos- 
tility in 31 patients. 

Therapeutic results 

1. Results of treatment at discharge were 
evaluated by the authors and placed into one | 
of seven categories as follows: Death by suicide 
(S); More severely ill (W); no change (0); 
marked symptoms, but better adjustment in 
a hospital setting (1); Moderate symptoms, 
with some interference in life outside a hospital 
(2); Mild symptoms, with no interference in 
life outside a hospital (3); Symptom-free (4), 
(table 7). 
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TABLE 7. Psycuiatric DisorpERS ASSOCIATED WITH CHILDBIRTH 
(54 patients) 
| Results of treatment 
Psychopathologic Groups| All Patients Diagnostic Categories s 
Results 

| | | wo. | rer cone | Manic | Bare, | [Pat 
Free from symptoms. ........ 1 a | o } o 
Mild symptoms, no interfer- | 

Moderate symptoms, inter- | 

Marked symptoms, better in . 

2 1 2 5 9.3 4 0 0 1 0 0 
14 3 1 18 33.3 | 18 0 0 0 0 0 
2 0 0 2 3.7 2 0 0 0 0 0 

14 | 13 | s | 2| 4] 


The larger percentage of patients who im- 
proved was in Group II and III, with 10 and 
9 improved patients, respectively. Group I, on 
the other hand, with a much lower percentage 
of improvement (10 out of 27 patients), ap- 
peared to demonstrate a greater degree of im- 
provement when improvement occurred. Thus 
50 per cent of the improved patients in Group 
I had no interference from symptoms, while 
only 10 per cent of the improved patients in 
Group II achieved this level, and 44 per cent 
of the patients in Group ITI achieved this level. 
While only 4 patients in Group III did not im- 
prove, it is possibly significant that two of these 
died by suicide. Group IT, when improvement 
was rot marked to the degree which is achieved 
' in Group I or Group III, had the best over-all 
percentage of improvement and was the only 
_ group in which no patient became worse and 

no patient committed suicide. 

- 2. When the results of treatment are viewed 
according to diagnostic categories, it may be 
“seen that the outcome of patients with schizo- 
phrenic reactions varies considerably according 


to the clinical group in which they fall. Thus, » 


the 27 schizophrenic patients in Group I have 
an improvement rate of 37 per cent, and 12 
schizophrenic patients in Group II and III 
have an improvement rate of 66.6 per cent. 
All patients with depression, psychoneurosis, 
and psychopathic personality achieved a con- 
siderable degree of improvement. The four pa- 
tients with paranoid states did poorly; only 
one achieved marked improvement, while one 


achieved a minimal improvement, and two 
died by suicide. 

Thus, all instances of lack of improvement 
or minimal improvement are found among pa- 
tients with schizophrenic reactions or paranoid 
states. All patients who do not present symp- 
toms of disorganization, however, have a better 
prognosis; this is true even with the schizo- 
phrenic patients whose illnesses were char- 
acterized by features of depression or guarded- 
ness. | 

Prognostic variables 

Since only a limited number of the patients 
in this study have been treated by the authors, 
it was felt that therapeutic elements should be 
confined to the discussion section. Some his- 
torical, personality, and psychopathologic ele- 
ments appeared to differentiate patients with 
good and poor results in the three groups. 

In Group I, 17 patients became worse, com- 
mitted suicide, or did not improve in the course 
of their hospitalization. These 17 patients 
seemed to have certain characteristics which 
were not present in the 10 patients who did 
improve. Nine of these 17 patients had a 
“strong” father, a finding which is present in 
only 10 of the total group. Six patients had 
“strong” mothers, while only 7 patients in the 
entire group had such mothers. An additional 
finding, of less validity, is the fact that of the 
3 patients who became worse or committed 


suicide, 2 expressed strong feelings of love for 
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their husbands; they were the only two in the 
group of 27 patients with this finding. 

- No such characteristic findings can be 
elicited with reference to the patients in Group 
I who improved. Of possible significance is the 
fact that 3 of the 5 patients who improved 
markedly had alcoholic fathers, a finding which 
was present in only 5 patients in the group. In 
addition, 4 of these 5 had “‘weak”’ fathers, while 

this finding was present in only 14 of the 27 
patients in the group. 

In Group II, the only significant feature 
which: appeared to be associated with the 
nature of results was the fact that, of the 8 pa- 
tients who were moderately improved, 5 
manifested sexual disturbance, as previously 
defined, in the course of their hospitalization; 
anly 7 of the 14 patients in this group had such 
manifestations. 

In Group III, where the sharpest variation 
in results occurred, no variables appeared to 
be more than suggestive other than those pre- 
viously associated with the diagnosis of para- 

DISCUSSION 

Tn evaluating our findings, it is essential that 
there be a recognition of the limits within 
which this study operates. The authors have 
attempted to make an intensive study of those 
psychiatric illnesses related to childbirth, 
which have achieved a level of severity suffi- 
cient to warrant psychiatric hospitalization. 
No attempt has been made to study the more 
common emotional reactions related to child- 
birth. Sociologic investigation, follow-up 
studies, intensive investigation of the physio- 
logic status, and effectiveness of somatic ther- 
apies have not been reported. Regardless of 
the many changes that the last 25 years have 
produced in these areas, the psychologic 


picture appears to have remained constant. 


The emphasis in this study therefore has been 
directed toward the clarification of the active 
dynamic psychopathologic picture, and those 
elements of treatment related to that picture. 
From this viewpoint, it may be seen that a 
large number of the patients studied appear to 
have strikingly similar family backgrounds and 
personalities. Many were raised in a family 
setting dominated by the mother, with the 

assuming a submissive role. Possibly as 


a result of identification difficulties secondary 
to the family constellation, most of the pa- 
tients adopted a role in life which might best 
be seen as a compromise. They strove to ful- 
fill a woman’s role in life but found within that 
role many non-feminine means of satisfaction 
in aggressiveness, careers, and rigidity. Child- 
birth was anticipated as a goal by these women. 
This goal, however, seemed to be in the nature 
of a proof of femininity, and the previous 
rigidity and emotional remoteness which they 
had displayed would appear to indicate that 
difficulties in fulfilling the maternal role might 
be anticipated. 

In this setting, the patients delivered and 
were subjected to the parturition stresses which 
have been indicated by Zilboorg (37, 38), 
Escalona (10), and Deutsch (7). It may be 
assumed that for the highly organized, very 
efficient type of personality which these women 
possessed, such experiences would be especially 
unsettling. 

The personalities of the patients and the 
special significance of childbirth may be seen 
then in the illnesses associated with childbirth. 
Despite the fact that the illnesses fall into 
many diagnostic categories, they fit into one 
of three clinical categories: disorganized, de- 
pressed, and paranoid. These categories seem 
to be associated with different types of per- 
sonality defenses; rigidity is common to all 
three groups, supression to the last two, and 
denial to the third. The clinical categories are 
also associated with different therapeutic 


results, as has been demonstrated. It is striking 


that this is true even among the patients with 
the diagnosis of schizophrenic reaction, who 
had a much more favorable improvement rate 
in Groups II and III than in Group I. 

It may also be helpful to review the psycho- 
pathologic features which are common in all 
clinical categories. These include depression, 
paranoid manifestations, sexual disturbance, 
and hostility. The frequent appearance of 
these elements and the frequent manifestations 
of hostility toward the infant appear to corrob- 
orate Zilboorg’s suggestion of homosexual 
tendencies and hostility toward the child as 
important specific elements in these illnesses. 

A suggestion as to means of initiating suc- 
cessful psychotherapy in the hospital can be 
made on the basis of studying the features 
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which marked the psychotherapy of the 10 
patients who achieved complete or nearly 
complete recovery. Four of these patients 
reorganized, denied the illness, and departed 
frora the hospital against the therapist’s rec- 
ommendations. Their recovery appeared to be 
spontaneous, and little “4 been achieved 
_ toward providing them with more protection 
ot happiness in their future lives. 

The other six improved patients seemed to 
believe that the therapist had “sided” with 
them against their husbands, or mothers, or 
environment. In actuality, the therapists had 
evaluated the total dynamic situation and 
then centered therapeutic efforts on those as- 
pects of the patient’s personality which the 
patient regarded as “‘good”’, i.e., cleanliness, 
honesty, neatness, industriousness. Using these 
as a theme, he had analyzed their interac- 
tion with child, husband, and other figures in 
such a way that the patient could learn to 
modify her personality and learn new mecha- 
nisms for dealing with sexuality, love, sharing, 
and other needs. In conjunction with these 
discussions, frequent visits with the child and 
other figures were begun as soon as possible. 
.The urgent need for the establishment of a 
healthy relationship with the child was rec- 
ognized by the therapists, and they encouraged 
early visits out of the hospital to undertake 
care of the infant. Without discussing hostility 
directly, the therapist helped the patient to 
reduce it and redirect it, and thereby aided 


_ her to. resume an active role in life. Since he 


was able to enlist the patient in this approach, 
it was possible for these women to continue 
psychotherapy after discharge, and to have 
.the opportunity of exploring more basic 
feelings when they became able to do so. 


1. Psychiatric disorders found in 54 patients 
hospitalized within three months of childbirth 


involve the diagnoses of schizophrenic reac- — 


tions (39 patients), manic depressive depres- 
sions (2 patients), Depressive reactions (5 
patients), paranoid reactions (4 — 
psychoneurotic reactions (3 patients), and 

psychopathic personality (1 patient). The 
clinical picture presented by these patients 
- fell into three groups: Group I—disorganized 
(27 patients), Group Il—depressed (14 pa- 


and Group Ii—paranoid (13 pa- 
tients 

2. Evaluation of the life histories and 
personalities of these patients indicates that 
many. come from a home in which the mother 
was the dominant parent, that they adopted 
aggressive, non-feminine roles in life, and that 
they used rigidity, suppression and denia' as 
personality defenses. 

3. Analysis of psychopathologic cha): ges 
suggests that previous formulations rela ive 
to sexual disturbance and hostility toward the 
child may be correct. These specific fac ors 
related to childbirth may interact with »re- 
vious personality development to produce the 
three clinical groups of illnesses. 

4. Prognosis for these patients is poor, with 
only 10 patients achieving good recovery. 
Clinical grouping may influence prognosis. 
Paranoid manifestations seem to indicate an 
especial risk of suicide or homicide. 
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AROMATIC METABOLISM IN 
Beldeace bor 


IZOPHRENIA 
maturia! 
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INTRODUCTION 


‘he Peal, familial incidence of schizo- 
phrenia (14), the numerous though inconsistent 
minor physiological abnormalities that have 
been found, and certain of the clinical features 
have all been thought to point to the organic 
nature of the disease. Research workers, there- 
fore, have long sought some constant bio- 
chemiqal abnormality which might play a 

ntal role in the disease process. Some, 
disorder to be one of endocrine 
ion, have looked for abnormalities in 
the basal metabolic rate, in radioactive iodine 


uptake by the thyroid gland, in the ratio of 


adrenaline to nor-adrenaline output, or in 


alpha-keto steroid excretion (4). Others, sus- 
* ---pecting a primary liver disorder, have looked 


for abnormal responses to liver function tests 


— as the benzoic acid detoxication (Quick) 


test (16). Still others, believing that some 
endogenous psychotoxin is produced in schizo- 
phrenia, fave attempted to demonstrate the 
toxicity of schizophrenic body fluids to plant 
seedlings, tadpoles, cell cultures and similar 
organisms (5). The variable results obtained by 


The Sioratiuse offers promising leads along 
several different chemical lines. One of these 
concerns the general area of aromatic metabo- 
lism. Young ef al. (19) in 1951 reported chro- 
matographic studies on 21 individuals which 
indicated the presence of more diazo-coupling 
compounds in the urine of schizophrenics than 

in the urine of normals. McGeer ¢/ al. 
(11) in a study of 104 cases confirmed the 
quantitative nature of Young’s findings but 
found that the unidimensional chromate 
graphic technique failed to establish any qual- 
itative difference. Sano (18) studied over 1,500 
samples from mental patients and found that 
the average urinary excretion of indican by 
schizophrenics was abnormally high. Riegel- 
haupt (17), using the Hopkins-Cole test for 
tryptophan derivatives on the urine of 65 
schizophrenics and 67 non-schizophrenics, re- 
cently reported the test positive in 78 per cent 
of the schizophrenics. In 1931 Brice (2) used a 
similar test and found a high incidence of 
tryptophanuria in mental disease as well as in 
certain medical cases, but unfortunately he did 


numerous investigators in all of these tests, as “not categorize the mental patients as to type. 


well as in such empirical tests as the Buscaino 
reaction (10), suggest that if some biochemical 
abnormality fundamental to schizophrenia 
exists, it is a subtle one, frequently cloaked by 
factors of individual variability, diet or gen- 
eralized stress. Moreover, there is the proba- 
bility that the term schizophrenia embraces 
a variety of related diseases, each with its 
distinctive physiological and biochemical char- 


_ acteristics. Nevertheless, studies of the bio- 


chemical abnormalities manifested by schizo- 
phrenics still seem worthwhile in an approach 
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Russian workers reported abnormally high 
concentrations of phenols in the blood and CSF 
of schizophrenics (7, 15). They regard the 
phenol levels as of both diagnostic and prog- 
nostic value, a decrease to normal levels during 
therapy indicating a good prognosis for the pa- 
tient. Miles, on the other hand, found no 
abnormality in the content of tyrosine and 
its immediate derivatives in the blood sera 
from 32 chronic schizophrenics (13). A number 
of papers appeared about 25 years ago which 
also indicated a high incidence of aromaturia 
and aromatemia in schizophrenia (cf. table 1). 
Although these workers investigated relatively 
few cases, they usually found the quantitative 
abnormality in over 70 per cent of acute cases 
of schizophrenia, with a somewhat lower inc- 
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TABLE 1.—Wonxxns EVIDENCE AND AGAINST AN ABNORMALITY IN AROMATIC METABOLISM 


if IN SCHIZOPHRENIA 
Country and Year | Body Fluid Test Used 
a) For: 
Scheiner Italy (1927-29) Urine Millon’s test — 
» Gullotta Italy (1929-30) Urine For indican and skatole 95 
| Blood For indole 25 
Blood Xanthoproteic reaction 29 
Noto Italy (1930) Blood, For aromatics 20 
urine and 
CSF 
Brice U.S. A. (1930) Urine Crude Hopkins-Cole test 101 
Claude e# al. France (1930-32) Urine P ungstic acid test 9 
Lingjarde Norway (1933) Urine Millon’s test and for indican _ 
_ Munkvad _ Blood For “benzene-soluble amines” 50 
Colucci Italy (1937) Blood For indole — 
Tomesco ef al. Italy (1936) Blood For tyrosine derivatives 15 
Fasanaro and Longo | Italy (1937-38) Blood For indoles 44 
Tinelli Italy (1945-47) Urine and | For aromatics 45 
CSF 
Young e# al. U. S. A. (1951) Urine Chromatographic for diazo-coupling 21 
com 
_ Gorvakova Russia (1953) CSF For phenols _— 
. Sano Japan (1954) Urine For indican-like materials 866 
. Poroshina Russia (1955) Blood Benedict-Theis method 244 
McGeer ef al Canada (1956) Urine Chromatographic for diazo-coupling 104 
compounds 
~ Riegelhaupt England (1956) Urine Hopkins-Cole test 132 
b) Against: 
Furth and Scholl Germany (1931) Urine For ether-insoluble phenols 19 
Miles U. S. A. (1955) Blood Tyrosine by colorimetric technique 32 
Haverback et al U. S. A. (1956) Urine For 5-hydroxyindoleacetic acid 4 


_ * (Cf. citations by Buscaino (3) for references not listed in this paper. 


The common denominator in these seem- 
ingly diverse studies is the abnormally high 
concentration of various aromatic derivatives 
in the body fluids of schizophrenics. This 
phenomenon is of particular interest today 
when there is so much intensive investigation 
of the neuropharmacologic properties of those 
aromatic compounds which act as either hal- 
lucinogenic or tranquilizing agents. Accord- 
ingly, a broad investigation has been launched 


in this laboratory into the many aspects of aro- 


matic metabolism in schizophrenia. This paper 
deals with statistical differences between schiz- 
ophrenics and non-schizophrenics in the quan- 


tities of aromatic compounds excreted in urine 
as revealed by unidimensional chromatograms. 
EXPERIMENTAL METHODS 


Selection of samples. In order to study a 
y representative, unselected group of 
mental patients, an overnight urine specimen 


was obtained from each new admission to the 
Crease Clinic during a four-month period. All 
the patients were receiving the standard 
hospital diet, but it was not possible to take 
into account their individual dietary habits. 
None was receiving shock therapy or tranquil- 
lizing drugs. Normal urine samples for compar- 
ative purposes were obtained from the staff of 
the Crease Clinic, from students a he Univer- 
sity of British Columbia, and from’members of 
the Royal Canadian Air Force. Overnight 
urine was employed in every case since such 
urine would repres¢nt the excretion during 
fasting hours and at rest, and would show less 
variation in specific gravity than daytime sam- 
ples. 

The chemical tests were performed and rated 
before any information was obtained con- 
cerning the mental status of the people in- 
volved. The clinical diagnoses were taken from 
the hospital files and, as discussed later, are 


R 
nic 
ong 
ese 
bo- 
ich 
ing 
an 
al, 
the 
Dut 
ta- 
500 
nat 
by 
zel- 
for 
65 
re- 
ent 


168 


not . The Crease Clinic 
is a hospital for patients with acute psychiatric 
illnesses, and patients remain there for four 
months at most. Therefore in most cases these 
diagnoses were made on patients whom the 
doctors had not had an opportunity to study 
extensively. 

The chemical tests consisted of: a) Chroma- 
tographic procedure, b) Sano’s tests. 

a) Chromatographic procedure. A slight modi- 
fication of our previously described chromato- 
graphic procedure (11) was employed since it 
seemed to yield clearer colored areas; 0.05 ml. 
of urine was used for each descending uni- 
dimensional chromatogram. The chromato- 
grams were run for approximately 18 hours 
in a n-butanol/acetic acid/water (4: 1:1) 
solvent system. They were then dried in air and 
the color developed by using a spray made up 
of equal volumes of 0.3 per cent diazotized 
sulfanilic acid and 10 per cent sodium carbon- 
ate: The freshly prepared diazonium salt was 
mixed with the base just before spraying. The 
chromatograms were rated as previously de- 
scribed, one point being given for a faint area, 
two for a moderately strong area, and three 
for a very intense area. 

‘b) Sano’s tests. Sano (18) reported applica- 
tion of the following three tests to urine: (i) 
the cold Millon’s, (ii) the Davis, and (iii) the 
Mitsuba reactions. Sano gave each urine a 
rating of 0 to 3 on each test, depending on the 
intensity of the positive reaction. Using the 
sum of the ratings on the various tests, he 
showed that schizophrenics as a class were 
somewhat more positive than normals or than 
patients with other types of mental illness 
(fig. 4). The only categories he found to average 
as high as the schizophrenics were persons with 
advanced tuberculosis or with liver disease. 
Sano believed that the cold Millon’s test is 
specific for indican (indoxy] sulfate), and that 
the other tests detect similar indole deriva- 
tives. 


EXPERIMENTAL RESULTS 


a) Chromatographic procedure. The average 

ratings and numbers of colored areas found 
using the above chromatographic procedure 
are tabulated in table 2 for the various types 
of cases examined. The average rating for 109 
schizophrenics was 8.1 + 0.3, for 315 non- 
schizophrenic patients 5.0 0.2, and for 223 
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normals 5.0 + 0.1. Thus schizophrenics appear 
to excrete a higher than normal concentration 


of aromatic compounds; the data are signifi- 
cant at better than the 0.001 level. No signifi- 
cant differences were found between the rec- 
ognized subtypes within the schizophrenic 
group (i.e., simple, hebephrenic, catatonic and 
paranoic). All showed abnormally high ratings, 
Normal and non-schizophrenic females seem 
to excrete less aromatic compounds than do the 
corresponding groups of males (4.0 + 0.3 end 
4.5 + 0.2 as compared with 5.3 + 0.2 and 6.1 
+ 0.3, respectively), while schizophrenic fe- 
males seem to excrete slightly more tlian 
schizophrenic males (8.7 + 0.5 as compared 
with 7.8 + 0.3). The difference between he 
average ratings for normal and non-schizo- 
phrenic females is not significant at the 0.1 
level. There is an apparent difference between 
the average ratings for normal and non-schizo- 
phrenic males (significant at the 0.05 level), 
but, as will be discussed later, this may well be 
due to clinical diagnostic error in some of the 
non-schizophrenic cases. 

Figure 1 shows distribution curves for chro- 
matographic rating vs. the percentage of 
people with that rating in the various diagnos- 
tic categories. It is obvious not only from the 
statistics but also from the curves in figure 1 
that the schizophrenics as a group may be 
separated from the non-schizophrenics. The 
overlap of the curves, however, shows that in 
individual cases there will often be conflict 
between the biochemical results and clinical 
judgment. In figure 1, a dividing line has been 
arbitrarily drawn at a rating of 7+. Twelve 
per cent of normals and 24 per cent of non- 
schizophrenics scored over 7, while 29 per cent 
of schizophrenics scored 7 or under. One impor- 
tant factor known to contribute to the overlap 
of the schizophrenic and non-schizophrenic 
groups is the day-to-day variation in the aro- 
matic excretion pattern of each individual. 
This is illustrated in figure 2 which is a graph 
of chromatographic ratings vs. consecutive 
days for a schizophrenic (solid line) and a 
normal (dashed line). The daily variation is 
such that the normal individual occasionally 
has a rating over 7, while the schizophrenic 
sometimes has a rating under 7. We have yet 
to find, however, in the many cases which we 
have examined, a normal individual in good 
health and maintaining weight whose urine 
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CHROMATOGRAPHIC RATING | 
Fic. 1: Distribution of chromatographic ratings. | 


consistently gave a chromatographic rating 
over 7. 
An analysis of the frequency of occurrence 
of each colored chromatographic area in the 
schizophrenic and non-schizophrenic groups 
indicates that there is no colored area which’ 
appears to,be specific for schizophrenics (figure 
3). The greatest differences appear to be in the 
Ry regions 0.12-0.25, 0.40-0.6 and 0.7-0.9 
which, in general, confirms previous findings 
(11). The Ry values and frequencies shown for 
each colored area are only approximate since 
the R¢ of a given area varies somewhat de- 
pending on the salt concentration of the urine 
and other factors. Furthermore there may often 


Fic. 2: Plot of chromatographic ratings against time. 


be some difficulty in distinguishing overlapping 
areas. More exact information may be hoped 
for from chromatographic work with salt-free 
urine extracts. Bidimensional chromatograms 
run on such extracts indicate that each of the 
colored areas particularized for unidimensional 
‘chromatograms can be resolved into a number 
of distinct spots (12). 

The excretion of excessive amounts of certain 
aromatic metabolites has been reported to 
occur in a variety of diseases including vitamin 
deficiencies, liver disease, anemias, and malig- 
nant neoplasms. We are therefore studying 
chromatographically the urine of a variety of 
medical and surgical patients to determine 
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ex 3: F cy of occurence of each colored chromatographic area. 
3: Frequency = normals + nonschizophrenic mental patients. 


Solid, columns = schizophrenic 


TABLE 3.—GENERAL MEDICAL CASES 
EXAMINED CHROMATOGRAPHICALLY 


Dems 

Toxemia of pregnancy........... 

Hodgkin’s disease............... 4 1 

Acute renal failure............... 1 1 

Multiple myeloma............... 3 0 

. 6 0 

Gastrointestinal hemorrhage... ... 1 0 

Post partum psychosis........... re 

ing eee 1 ? 0 

ree 

the wer 


ae whether aromatic excretion patterns similar to 
those found in schizophrenia occur in other 
diseases. The data obtained to date (sum- 


< marized in table 3) are as yet too scanty to 
ii permit any firm conclusions. 


lig. b) Sano’s tests. Prior to the work of Sano, 
, indicanuria had been reported in schizophrenia 
a beth by Lingjarde and Gullotta (3). It also 
fr appears in “‘H disease’’, a recently recognized 


mental patients. 


hereditary condition apparently involving ab-» 
normalities in indole metabolism and progres- 
sive mental effects (1, 9). It therefore seemed of 
interest to apply Sano’s tests to some of the 
urines studied chromatographically. The 
results on the first 100 of these cases suggested 
a crude correlation between high Sano ratings 
and the diagnosis of schizophrenia. Our later 
results on a total of 396 cases do not bear out 
these early findings (table 4 and figure 4). . 
There is no significant difference between the 
average rating for schizophrenics in Sano’s 
tests and those for non-schizophrenics or nor- 
mals, and there is no correlation between our 
results using Sano’s tests and using the chro- 
matographic procedure. 

Our results do indicate a possible difference 
between schizophrenics and non-schizophrenics 
in the cold Millon’s test. The difference is not 
as great as that found:in the chromatographic 
procedure and appears to occur only in the ~ 
male group. The difference, even in this group, 
is not significant at the 0.1 level. We have con- 
firmed Sano’s findings that the cold Millon’s 
reaction is specific for a substance with an Ry 
of about 0.4 using n-butanol/acetic acid/water 
(4:1:1) as the developing solvent. We have not 
shown that the Millon’s-pesitive material is 
indican, but we have no reason to doubt Sano’s 
findings on this point. 

Our ratings on all three tests are generally 
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TABLE 4.—Resvutts or Sano’s Tests ON SCHIZOPHRENIC AND NON-SCHIZOPHRENIC URINE 


No. Average Rating In 

Cases 
Cold Millon’s Mitsuba Davis Total Sano 
Non-schisophrenics........... 178 | 1.7+0.06 1.6 + 0.07 1.440.1 4.6 + 0.2 
| 1.7+0.1 1.6+40.1 1.040.1 4.4 + 0.2 
| 1.740.1 1.7+40.1 1.240.1 4.7 +0.3 
| 140 | 1.6+0.07 1.340.1 4.3 +0.? 
124 | 1.640.1 1.340.1 1.5401 4.4+0.? 
16 | 1.540.2 1.440.3 1.4+40.1 4.140.5 
78 | 1.8+0.02 1.6+0.1 1.1440.1 4.4 + 0.3 
cab 48 1.9+ 0.1 1.5+0.1 1414+0.1 4.320.3 
30 | 1.7+0.1 0.2 1.240.1 4.6+0.4 


Fic. 4: Distribution curves of Sano’s ratings. 


higher than those found by Sano. Two obvious 
possible explanations for this difference are: 
(a) the difficulty of exactly duplicating semi- 
quantitative tests from a written description, 
and (b) probable dietary differences between 
the Japanese studied by Sano and the North 
Americans studied by us. Further studies on 
the quantitative indican excretion in a group 
of schizophrenic and eT urines 
are being carried out. 


DISCUSSION 


The investigations reported here, indicating 
an abnormally high concentration of activated 


aromatic compounds in the urines of scl:izo- 
phrenics, confirm previous chromatographic 
results (11, 19) and are in line with other color- 
imetric tests indicating aromaturia (cf. table 1) 
and aromatemia (7, 15). All of these results 
may be taken as indicators of an aberration in 
aromatic metabolism, possibly of a rather dif- 
fuse nature, in a large percentage of schizo- 
phrenics. Such results tend to support the 
hypotheses which suggest that a metabolic 
error may lead to the production or accumula- 
tion of psychotoxins in schizophrenia, but 
they by no means prove the psychotoxin 
hypothesis. Such proof (or disproof) must 
await further, more rigorous work, possibly 
along different experimental lines. 

The results cited merely indicate that on the 
average schizophrenics excrete more aromatic 
compounds than do non-schizophrenics. In 
interpreting the overlap between the curves of 
figure 1, the following factors must be con- 
sidered: 1) variability in the individual’s 
day-to-day aromatic excretion, 2) clinical 
diagnostic error, 3) errors in chromatographic 
measurement, 4) unknown factors in the schiz- 
ophrenic process. 

1) Individual variability. As indicated in 
figure 2, there is considerable daily variation 
in the aromatic excretion pattern of both 


‘normals and schizophrenics. The data in table 


2 show that 12 per cent of the 223 normals 
examined scored over 7. On examination of new 
urine specimens in these cases, all scored 7 or 
under. Thus it seems reasonable to suppose 
that the inherent daily variation in the excre- 
tion pattern was responsible for these high 
scores in the normal group. This assumption 
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receives further support from the data in order groups, it was our impression (F.E.M.) 
figure 2 which indicate that the normal indi- _ that all but one of the borderline cases initially 
vidual scored over seven 14 per cent of the classified as schizoid personalities should have 
time. Presumably there are comparable per- been diagnosed schizophrenic; two other cases 
centages of high scores in the non-schizophrenic of non-schizoid personality disorder were re- 
group and of low scores in the schizophrenic classified as schizophrenic. All but one of the 
group from this cause. reclassified patients had scored chromato- 
2) Diagnostic error. The psychiatrist is pain- / graphically over 7. Reevaluation reduced the 
fully aware of the shortcomings of his nom personality disorder groups (schizoid and 
clature which is based solely on the description other) from 36 to 27 of which 8 (29%) still 
of symptoms. Schizophrenia in particular is a_ scored over.7. 
conglomerate diagnosis to be used warily in Much poorer success was obtained when the 
research, even though it conveys much clinical files of the schizophrenics were reevaluated in 
wr meaning. There is often disagreement on the an attempt to account for the 29 per cent 
application of this diagnosis to the individual scoring 7 or under. It became apparent that in 
0- case, even though there is usually a high ratio the majority of the 32 cases where a schizo- . 
ic of agreement over many cases. In this study, phrenic scored 7 or under, the diagnosis of 
mr the diagnostic evaluation was made by re-_ schizophrenia was thoroughly justified. 
1) ferring physicians and by different psychiatric 3) Errors in measurement. The rating system 
ts residents at the Crease Clinic on newly-ad- used is subject to error both from the inherent 
mitted patients. Since the clinical judgment variability of the chromatographic technique 
brought to bear in making these diagnoses and the subjective judgment of the rater. To 
must have varied considerably, it seemed estimate the magnitude of these errors a group 
desirable for a single clinician to review the of 100 urines were run twice and the ratings 
files on some of the cases to estimate as far as obtained independently by the same person 
possible how much the varying clinical opinion checked one against the other; agreement was 
could have affected the results. within one rating point in all cases. Individual 
Accordingly, all patients in two large sub- urines were reexamined from time to time 
groups of the non-schizophrenics were eval- during the experimental period in order to 
uated by one of us (F.E.M.) without prior verify the reproducibility of the technique. The 
knowledge of the biochemical findings. Reanal- rater was ignorant of the diagnoses and of 
ysis of the files of the 30 cases initially classed which urines were being restudied, so that 
as psychotic depressives turned up five cases bias did not affect the result. Since variation 
which, on clinical reevaluation, were classified was never greater than one point, it is felt that 
as schizophrenics. Four of these five scored this is a reasonable estimate of the reproduci- 
over 7 by the chromatographic rating. There bility of the method. woe 3 
were four others in this group of psychotic The chromatograms prepared as described 
depressives who, although scoring over 7, were showed many spots too faint to give an ac- 
not considered to be schizophrenics on reeval- curate reading on a Photovolt Densitometer. 
uation; one of these four was shown on a later However, 10 chromatograms prepared with 
admission to have a low chromatographic concentrated urines were rated as described 
Tating. In those cases reevaluated as schizo- above, and then the total density along the 
phrenic, depression was a dramatic feature of chromatographic strip was measured with the 
the illness, but delusions of reference, auditory densitometer; the values obtained by these 
hallucinations, emotional incongruity and an two techniques had a correlation coefficient of 
insidious onset of disease pointed to a more 0.78.3 
malignant process. Thus the psychotic depres- 4) Unknown factors in the schizophrenic proc- 
sive group after reevaluation was reduced from ess. There still remains a certain- percentage 
- 9 to 25; of these, 4 (16%) still scored over 7. of cases in which the difference between. the 
This is approximately the number scoring over biochemical results and the clinical classifica- 
7 which would be expected for reasons of daily , tion cannot be accounted for on any of the 
variation in the excretion pattern. In reeval- indebted 
tating the clinical files of the personality dis- ing out this conclation etudy. pier 


w 


| 


174. Patrick McGeer, Frank McNair, Edith McGeer, and William Gibson 


above grounds. This is particularly true of 
schizophrenics with very low scores. These 
must be attributed to presently unaccounted 
factors in the schizophrenic process. It is possi- 
ble that, in cases of schizophrenia, the clinical 
symptoms persist after the biochemical abnor- 
mality has corrected itself. Sano (18), Poro- 
shira (15) and many of the earlier workers 
found the greatest abnormalities in the initial 


stages of schizophrenia. The urinary change we 


have demonstrated may appear only when the 


patient’s defenses are being mustered fran- 
tically: though ineffectually to combat his 
disease, later disappearing as the schizophrenic 
illness moves to remission or chronicity. The 
biochemical test may represent a “‘mental sedi- 
mentation rate’’, which reverts to normal when 
the disease is arrested or has burnt itself out. 

A factor which has been considered as a 
possible contributor to the abnormal excretion 
of aromatic compounds in schizophrenia is diet. 
Originally (11), urine samples from a group of 
104 females comprising schizophrenics, non- 
schizophrenics and normals were obtained from 
the Crease Clinic on the same day. The results 
from this group with a relatively standardized 


_food intake were in excellent agreement with 


the results from the much larger group re- 
ported in this paper. Because of the makeup 
of this latter group, the dietary intake probably 
varied considerably. Thus, while dietary varia- 
tions might alter some of the finer details of the 
chromatographic pattern, it would not appear 
to be responsible for the more important char- 

acteristics. 

It would be difficult to give an accurate 
evaluation of the emotional] stress being suf- 
fered by the individuals studied. However, the 
chromatographic ratings of the non-schizo- 
phrenic group of mental patients showed 
little variation from those of the normal group 
even though large differences in emotional 


tension and anxiety could be expected to exist. . 


Of immediate significance is the indication 


that the aromaturia accompaning the acute — 


phase of many cases of schizophrenia could 
form the basis of a chemical test to act as an 
aid in the differential diagnosis of schizo- 
phrenia. The chromatographic test described 
here, however, does not fulfill the basic criteria 


‘of a simple clinical test. It is at best a semi- 
ial equipment 


quantitative test requiring 


special 
and skilled technique. Chromatography, al- 


though extremely simple in principle, is quite 
difficult in practice, especially when anything 
as complex and variable as human urine is 
being studied. The chromatographic work does 
Suggest several possibilities for a more quanti- 
tative chemical test based on any of several 
aromatic compounds. 
SUMMARY 

1. The work of 20 authors who have re- 
ported on aromatemia or aromaturia in schizo- 
phrenia has been briefly reviewed. 

2. The overnight urine of 109 schizo- 
phrenics, 315 non-schizophrenic mental pa- 
tients and 223 normals has been studied chro- 
matographically. The schizophrenics appeared 
to excrete a higher than normal concentration 
of aromatic compounds. Based on an arbitrary 
scale which takes into account the number of 
colored areas and the intensity of these areas 
on a unidimensional chromatogram, the schizo- 
phrenics have a rating of 8.1 + 0.3, the non- 
schizophrenics 5.0 + 0.2, and the normals 
5.0 + 0.1. 

3. The chromatographic rating has been 
found to vary from day to day for both schizo- 
phrenic and normal individuals. 

4. The distribution curves of the normal, 
non-schizophrenic and schizophrenic groups 
show considerable overlap; this overlap is 
attributed to: (a) daily variation in the aro- 
matic excretion, (b) diagnostic error, (c) error 
in measurement, and (d) unknown factors. 

5. Diet and emotional stress are not con- 
sidered to play a dominant role in this aro- 
maturia. 
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AROMATIC METABOLISM IN SCHIZOPHRENIA 
II, Bidimensional Urinary Chromatograms! 


EDITH GRAEF McGEER, WILLIAM T. BROWN anp 
PATRICK L. McGEER? 


A previous study reported from this labora- 
tory of the urinary excretion aro- 
matic compounds by over individuals 
using a unidimensional chromatographic tech- 
nique has shown that schizophrenics as a group 
excrete abnormally large quantities of such 
compounds (3, 4). Such concentrations of 
aromatic derivatives in the urine, blood and 
CSF of schizophrenics have also been found by 
investigators in Russia, England, Japan, Italy, 
Scandinavia and the United States (4). While 
most investigators report aromaturia and 
aromatemia in at least 75 per cent of acute 
cases of schizophrenia, this abnormality seems 
to be far less common in chronic schizo- 
phrenics. The phenomenon is especially de- 
serving of further exploration because it is in 
the general area predicted by the various 
“hallucinogenic” hypotheses of the schizo- 
‘phrenic process which suppose that some up- 
set in aromatic metabolism is responsible for 
the development of psychotic symptoms. It 
seems necessary to determine whether the 
abnormality of aromatit metabolism in schizo- 
phrenia is qualitative as well as quantitative. 
So ‘far no definite evidence for the production 
of any “abnormal” compound or compounds 
in schizophrenia has been forthcoming. 

As a first stép in such further exploration it 
was decided to prepare bidimensional chro- 
matograms of comparable extracts of repre- 
sentative samples of schizophrenic and non- 
schizophrenic urine. Such chromatograms 
‘should provide a check on the statistical re- 
sults previously reported (4) and should give 
some indication as to whether schizophrenics 
actually excrete “abnormal” aromatic com- 
pounds or merely 4 higher concentration of the 
compounds found i in normal urine. 

1 This research was Federal Mental 
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SELECTION OF URINE SAMPLES 

Our previous unidimensional chromato- 
graphic studies indicated an appreciable va ria- 
tion in the aromatic excretion pattern from 
day-to-day in any single individual and from 
individual to individual in any single diagnos- 
tic group. It was apparent, therefore, that if 
bidimensional chromatograms were to be pre- 
pared using individual urines, a rather large 
number would be necessary before the results 
could be considered representative. An alter- 
native procedure for obtaining the average 
result sought was to pool the urines of a num- 
ber of individuals within each of the appropri- 
ate diagnostic groups. 

Twenty milliliters of overnight urine were 
collected from a number of individuals com- 
prising five distinct categories. These categories 
(and the number in each) were: normals, 35; 
acute schizophrenics, 29; nonschizophrenic 
mental patients, 30; debilitated schizophrenics, 
25; and phenylketonurics, 17. nonschizo- 
phrenic is a person suffering from some mental 
disorder other than schizophrenia or phenyl- 
ketonuria. A debilitated schizophrenic is a 
chronic schizophrenic unsuitable for life on an 
open ward. Samples from schizophrenic and 
non-schizophrenic mental patients were ob- 
tained from the B.C. Provincial Mental Hos- 
pital at Essondale, and the diagnostic classi- 
fications were provided by Dr. R. Halliday of 
that hospital. The phenylketonuric samples 
were obtained from the Woodlands School for 
Mentally Retarded Children at New West- 
minster, B.C. Normal samples were obtained 
from staff members of the Department of 


‘Neurological Research and from medical stu- 


dents at the University of B.C. Each group 
was composed of approximately equal numbers 
of men and women. No one in any group was 
under medication at the time the sample was 
obtained. Equal volumes of the individual 
urines in each category were combined. The 
pools were acidified to pH 3.0 and adjusted to 


an arbitrary specific gravity of 1.023. 
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PREPARATION OF EXTRACTS 


Preliminary work had shown that solvent 
extraction of urine with ether or ethyl acetate 
even at acid pH and under conditions of salt 
saturation removed only a portion of the diazo- 
coupling compounds. Furthermore, those ex- 
tracted appeared to be chiefly in the high Ry 
regions (in butanol/acetic acid/water, 4:1:1), 
whereas those appearing in the low and inter- 
mediate Ry regions appear to be of greater 
importance in distinguishing between schizo- 
phrenics and non-schizophrenics. Most diazo- 
coupling compounds, however, were adsorbed 
from acidified urine by animal charcoal, and 
the majority appeared to be recovered on elu- 
tion with phenol-saturated water (2); this 
procedure was therefore adopted for the prep- 
aration of the extracts. 

Four hundred milliliters of each urine pool 
were added to 20 gm. of Baker and Adamson 
decolorizing carbon and stirred continuously 
for 1 hour. The charcoal was washed with 
water before use. The mixture was filtered and 
the colorless, chromatographically diazonega- 
tive filtrate was discarded. The charcoal was 
periodically stirred for 8 hours with 70 ml. of 
phenol-saturated water. Baker and Adamson 
crystalline phenol was used without further 
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purification in the preparation of the phenol- 
water eluant. After filtration, the charcoal was 
washed with 50 ml. of water and the washing 
added to the intense yellow phenolic solution. 
The phenol was taken off under vacuum at 
room temperature. The solution was concen- 
trated to a final volume of 2 ml. Aliquots of 
this were used for chromatographic purposes. 


PREPARATION OF CHROMATOGRAMS 


Initial bidimefisional chromatographic 
studies were carried out using various combina- 
tions of the following solvent systems: butanol/ 


acetic acid/water (4:1:1); organic phase of 
butanol/pyridine/saturated sodium chloride 


(1:1:2); butanol/ammonium carbonate buffer; 
water-saturated methyl ethyl ketone; iso- 
propanol/ammonia/water (8:1:1); organic 
phase of benzene/propionic acid/water (2:2 
:1); and 20 per cent potassium chloride. The 
most clear-cut resolution seemed to be obtained 
using the isopropanol/ammonia/water sys- 
tem in the first dimension and the n-butanol/ 
acetic acid/water system in the second dimen- 
sion. This combination was therefore adopted 
for the descending chromatographic work re- 
ported here. The extracts were chromato- 
graphed repeatedly at a series of spotting con- 
centrations (4-10 A). All chromatograms were 
examined under an ultraviolet “Mineralite’’; 
most were then sprayed with a 1:1 mixture of 
diazotized sulfanilic acid and 10 per cent so- 
dium carbonate (4). Duplicate chromatograms 
of each extract were sprayed with Ehrlich 
reagent (2 per cent p-dimethylaminobenzal- 
dehyde in 1:1 ethanol-concentrated hydro- 
chloric acid) or with ammoniaca! silver nitrate. 
Only those spots are reported which appeared 
consistently and were not artifacts of the 
chromatographic procedure. 


CHROMATOGRAPHIC RESULTS 


Chromatograms prepared with 4 X of the 
acute or debilitated schizophrenic extracts 
showed at least 10 spots which did not appear 
in the chromatograms of the normal or non- 
schizophrenic extracts even when 10 A were 
spotted. These spots therefore seem to cor- 
respond to “abnormal” compounds which 
either do not appear in normal urine or appear 
at much lower concentrations. The chromato- 
grams of the non-schizophrenic extract showed 
four spots which appeared in the schizophrenic 
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TABLE 1.—D14zo-positive Spots URINARY CHROMATOGRAMS 
Ry (s) in systemf| Appears in Extract of Urine Fromt 
Spot Color with Diaz. Fluor- 
°. Sulfanilic Acid escence* Acute Phenyl- 
No. 1 No. 2 Normals | Non-schiz. Debil. Schiz. el 
1 Red 0.42 0.85 4 | 4(a) 4(a) 
2 Yellow - 0.46 0.86 4 4 4 8 , 
3 Yellow + 0.19 0.81 4 4 4 4~. 
4 Yellow + 0.31 0.81 4 4 4 ves 
5 Yellow ? 0.37 0.83 4 6 8 : 
6 Orange - 0.59 0.86 8 4 
7 Orange ~ 0.66 0.85 4 
8 | Yellow P 0.83 0.82 6 
9 Red ? 0.80 0.84 6 ? 
10 Orange _ 0.29 0.71 8 4 4 4 4(b) 
11 Orange P 0.37 0.71 4 4 4 + 4(a) 
12 Orange _ 0.44 0.75 4 4 4 4 4 4(a) 
13 Red — 0.35 0.70 (a) 6(a) (a) (a) 
\ 14 Red — | 0.37 0.70 (a) 4(a) (a) (a) 
15 Red ~ 0.43 0.70 6(a) 
16 Red _ 0.69 0.68 (b) 8(a, b) 
17 Red _ 0.82 0.60 8 ? 4 8 4 
18 ' Red = 0.57 0.58 4 4 4 
19 Red — 0.37 0.57 4(b) 6(b) ?(b) 
20 Yellow P 0.67 0.55 6 
21 Brown ? 0.53 0.54 6 S 2 6 
22 Red ? 0.27 0.53 4 
23 Red — 0.23 0.50 ? 4 4 4 4 
24 - Red ris 0.74 0.54 ? 4 4 
25 Yellow - 0.68 0.48 | | 4 4 4 
26 Yellow P 0.40 0.42 ?(b) ? 6(b) 4(b) 6(b) 
27 Yellow 0.51 ‘| 0.36 ? 8 6(a) 6(a) 
28 Yellow ? — 0.57 0.35 4 4 6 
29 Yellow-orange _ 0.63 0.42 4 4 4 4 6 
30 Yellow-orange P 0.61 0.40 \ 4 4 4 
31 | Yellow + 0.62 0.35 6(a) 4(a) 4(a) 
32 Yellow P 0.19 0.40 4(b) 4(b) 
33 Red _ 0.12 0.24 4 4 8 
34 Red = 0.24 0.31 4 4 4 4 4 
35 Yellow et 0.13 0.30 ? ? ? 4 ? 
36 Red ? 0.33 0.28 6 6 6 
37 Yellow ? 0.07 0.24 ? 8 6 4 
38 Red ? 0.19 0.22 4 4 4 4 4 
39 Red ? 0.11 0.18 4(b) 4 6(a) ?(a) 
40 Yellow _' 0.34 0.16 4(b) 4(b) 4(b) 4(b) 4(b) 
41 Red - 0.51 0.21 4(a) 4 
42 Red P 0.50 0.19 4 4 
43 Red - 0.42 0.08 8 4 
44 Yellow _ 0.07 0.10 | (a) ?(b) (a, b) 
45 Red _ 0.13 0.09 4(b) 4(b) 4(b) 4 4(a) 
46 Yellow - 0.07 0.05 8 10 4 6 
47 Brown + 0.06 0.02 6 4 8 4 8 


* +- indicates light fluorescence in this area under “Mineralite”; P indicates dark absorption in the area; ? 
indicates different responses to light in vatious chromatograms of the different extracts; — indicates no response 
to light in the area. 

t Solvent system no. 1 is isopropanol/ammonia/water (8:1:1), and solvent system no. 2 is n-butanol/acetic 
acid/water (4:1:1). 

t The figure 4, 6, 8 or 10 indicates the number of A spotted to produce a particular spot regularly in chroma- 
tograms of the indicated extract. A ? indicates that the spot appeared several times but not in every chromatogram 
of the extract at any definite spotting centration; (a) indicates an Ehrlich-positive area in this region in chromato- 
grams of the indicated extract; and (b) indicates a silver nitrate-positive area in this region in chromatograms of 


the indicated extract. 
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but not in the normal extract. All of the 
diazo-coupling compounds appearing in the 
normal extract were also in the schizophrenic 
and non-schizophrenic extracts. The intensity 
of the spots in the normal extract was com- 
parable or even slightly greater than in the 
other extracts. 

The chromatograms of the phenylketonuric 
extract showed four unique spots as well as 
10 of the spots appearing otherwise only in 
the schizophrenic extracts. The phenylke- 
tonuric extract was also peculiar in that six 
of the “normal” diazo-coupling compounds 
A map of the diazo-coupling compounds 
found in these chromatograms is shown in 
figure 1; the appearance or non-appearance 
of each spot in chromatograms of the various 
extracts is indicated in table 1. The R¢(s) 
indicated in figure 1 are average values. The 
number of determinations for each reported 
R; ranged from a minimum of six for those 
spots appearing in only one extract to a maxi- 
mum of over thirty for those appearing in all 


five extracts. Reproducibility of Ry values 


between one chromatogram and another was 
generally within 0.08 Ry units for solvent 1 
and 0.06 Ry; units for solvent 2. 

Comparative experiments using the same 
charcoal, pretreated with a 10:1 mixture of 
ethanol-acetic acid or with stearic acid as 
outlined by Dalgliesh (2), gave extracts from 
the same urine showing comparable bidimen- 
sional chromatographic patterns. In these 
extracts the total phenolic content as measured 
by the Folin-Denis method averaged approxi- 
mately 70 per cent of that in the original urine. 
The remaining 30 per cent may have been 
retained on the charcoal or may have been 
volatilized with the phenol during the process 
of concentrating the eluant. 


DISCUSSION 


Table 1 and figure 1 must be taken as 
descriptive only of the diazo-coupling com- 
appearing in chromatograms of urine 
extracts prepared as described above. It is 
not expected that the urine of every individual 
in the appropriate diagnostic category would 
show those and only those “chromatographic 
Spots” indicated in the table. However, work 
with five other extracts of pooled acute schizo- 


phrenic urine and one other extract of pooled 
normal urine, prepared by the technique 
described above, indicates that the data given 
in table 1 are quite representative of such 
extracts. The debilitated chronic schizophrenic 
extract, on the other hand, is not believed to 
be representative of all chronic schizophrenic 
extracts. As indicated in much of the literature 
and by work at this laboratory which will be 
reported later, many chronic schizophrenics 
who are “adjusted” to their disease fail to 
show the same florid aromaturia appearing 
in most acute and debilitated schizophrenics. 

In some areas such as spot no. 1, chromato- 
grams of all five extracts appeared similar 
when. developed with diazotized sulfanilic 
acid and yet appeared quite dissimilar when 
developed with Ehrlich’s reagent or with 
ammoniacal silver nitrate (cf. table 1). This 
phenomenon probably indicates the presence 
of more than one aromatic compound in these 
chromatographic areas. 

Many of the diazo-positive materials of 
high Ry’in the butanol/acetic acid mixture 
appear to correspond to phenolic acids pre- 
viously identified by Armstrong (1) in ethyl 
acetate extracts of urine; examples are spot 
no. 1 which is presumably p-hydroxyphenyl- 
acetic acid and spot no. 11 which is presum- 
ably m-hydroxyhippuric acid. Most of the 
compounds of low R; in butanol/acetic acid 
are not extractable into ethyl acetate. Some 
of these probably correspond to the diazo- 
positive tryptophan metabolites studied by 
Dalgliesh (2) using similar extracts of urines 
from normal and vitamin-deficient animals. 
However, Dalgliesh has not reported the 
many diazo-positive compounds which seem 
to appear in these schizophrenic extracts. 
Intensive effort at this laboratory is now being 
devoted to the identification of these urinary 
components; details of this work will be 
published when reasonable progress has been 
made. 

One small point which may be mentioned 
is that the extracts of schizophrenic urine 
seem to have a distinctive odor. This has been 
noticed by the two people engaged in the 
preparation of the extracts and by the neuro- 
physiologist to whom they have been sub- 
mitted for neurological testing. This odor 
does not seem to be identical with the phenyl- 
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THE PSYCHOSOMATIC CONCEPT OF OBESITY! 


Obesity is one of the most common ab- 
normalities of our time. Dorfman (21) has 
estimated that about 30,000,000 people in 
the United States are to some extent obese, 
and that they share collectively among them- 
selves the burden of 125 million tons of ex- 
cessive adipose tissue which if expended in 
the form of energy would yield 100 billion 
calories of heat. Today, the American public 
is so weight conscious that millions of books 
are being sold on reducing; 15 million cases 
of low-calorie soft drinks are being ingested 
annually; the baking, sugar and beer indus- 
tries are concerned about large decreases in 
their sales which are apparently related to the 
emphasis on reducing diets; and the new in- 
dustry of the dietetic or weight reducing food 
is booming. The current socio-economic 
consequences of obesity are almost as pro- 
found (81) as are the medical liabilities. 

During the past three decades, an increasing 
number of investigators and clinicians have 
come to the conclusion that the overwhelming 
majority of cases of obesity are not caused by 
any organic disorder of metabolism, as was 
previously believed by many, but are simply 
the result of overeating (54), which is caused 
largely by emotional disturbances that ab- 
normally increase the intake of food. Since 
the somatic condition obesity is thus essen- 
tially caused by psychic factors, obesity may 
be said to be not only the most omnipresent 
psychosomatic disorder but also probably the 
most significant. 

The authors conceive of obesity as an ab- 
normality that is multicausal in origin. As 
applied to obesity, the concept of multi- 
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causality means that while the overeating of 
the obese patient is predominantly psycho- 
genically determined, disturbances of genetic 
and biochemical regulatory mechanisms may 
also be involved to some extent; all of these 
factors play some role in the disruption of 
body homeostasis that has as its end result, 
the state of obesity. The authors propose to 
review the somatic and psychological deter- 
minants that result in the development of 
obesity, and to evaluate the importance of 
their respective roles in the genesis of this 
condition. 

Definition. Obesity, according to New- 
burgh (54), is a condition in which the body 
contains an abnormally large amount of 
adipose tissue. When we speak of obesity, 
a general distribution of excessive fat is con- 
ceived of as opposed to lipomatosis which is a 
condition characterized by localized accu- 
mulations of adipose tissue. Obesity is defined 
statistically as a 10 to 15 per cent deviation — 
from the ideal body weight (64). Overweight 
is not always synonymous with obesity, 
and one often cannot judge obesity simply by 
the relationship of an individual’s weight and 
height at a certain age compared with a series 
of ideal weights. Behnke, Osserman and Wel- 
ham (6) studied 23 football players who by the 
standards of weight charts were overweight; 
they would have been rejected by the Navy or 
by life insurance companies as obese. In 
reality, however, these athletes had little fat 
in their body. Although they weighed too 
much for their height and age, the specific 
gravity of their bodies, which was the method 
used to evaluate their actual fat content, was 
within the normal range. Their excessive 
weight was due to their disproportionately 
large muscle and bone content and their 
low bodily fat content. These heavy men were 
in actuality not obese! Dubois (22) notes that 
the normal percentage of fat content in a 
person’s body may vary with his age; young 
people usually have 10 per cent of their body 
weight in fat, and older people 21 per cent. 
Therefore, in obesity, we must consider each 
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case individually from the viewpoint of body 
builcl, i.e.; muscle and bone content, age, 
height, habits of eating and energy expend- 
_ iture, as well as lifelong patterns of body 
weight. During the life span of the same 
individual he may have more fat at one time 
than at another for normal physiological 
reasons. For example, so-called pyknic people 
at middle age when they are settling down to 
a more contented retirement period normally 
gain a moderate amount of. weight. Bruch 
(11, a) has designated this latter norma] group 
as constitutional obesity, as opposed to sympio- 
matic obesity which is yniformly: pathological. 

The somatic effects of obesity. One of the 
reasons for the medical profession’s current 
- emphasis upon weight reduction is the harmful 
effect of obesity on the physical health of the 
individual. In addition, whenever obesity 
exists in association with some other physical 


disorder, it invariably has a detrimental | 


effect on the progress and prognosis of the 
accompanying disease. For example, the fol- 
lowing conditions are adversely affected when- 
ever they are associated with obesity: diabetes, 
heart disease, kidney disease, toxemias of 
‘pregnancy, arthritis of the spine and of the 
lower extremities, atherosclerosis, emphysema, 
cirrhosis, pulmonary embarrassment, hernia, 
varicose veins, post-operative thrombosis and 
embolus, serious accidents, obstetrical and 
gynecological procedures, etc. ad infinitum. 
Even fetal mortality is higher with obese 
- women. Not only are these disease processes 

clearly aggravated by overweight, but the 
accumulation of excessive adipose tissue may 
play a significant role in the actual production 
of the conditions. Master, Dublin and Marks 
(50) showed an increase in blood pressure as 
body weight increases. Levy, White, Stroud 
and Hillman (49) demonstrated that men 
develop high blood pressure two and a half 
times more frequently when they are obese. 
Overweight persons also show significant 
deviations from normal electrocardiographic 
finclings (76). Wilens (88) showed in an autopsy 
study of obese patients a significantly higher 
percentage of atherosclerosis. Joslin (47) 
found that 85 per cent of the diabetics he 
studied over the age of 40 were to some degree 
overweight (23). Many investigators (42, 
53) have found that there is a higher incidence 


of cancer among the obese. Recently, second- 
ary polycythemia (86) associated with obesity 
has been demonstrated; apparently obesity 
produces a high diaphragm and emphysema 
which results in poor pulmonary ventilation, 
depression of oxygen saturation, and a com- 
pensatory secondary polycythemia. It is 
well known that obese patients offer a great 
hazard operatively because of the difficulties 
inherent in exposure of the operative site 
and subsequent wound closure and healing. 
Obese patients are also more prone to sustain 
traumatic accidents such as fractures. 

The exact nature of the relationship between 
certain disease states and obesity has not 
yet been clearly defined. For example, cor- 
onary heart disease is known to be especially 
common in obese persons. It is not known 
whether the excess weight of the obese patient 
ca overwork of an already compromised 
atherosclerotic heart, helping to precipitate 
a coronary occlusion, or whether a high dietary 


“fat content, characteristic of the diet of most 


obese patients, accelerates the production of 
atherosclerosis which in turn contributes to 


coronary heart disease. Probably both factors 


are important. 

A conclusive way of demonstrating the end 
result of any disease is to show its effect on 
the mortality as well as the morbidity rates. 
Newburgh (54) demonstrated that there is a 
1 per cent increase in the mortality rate of 
obese men for every pound they are over- 
weight in the 45 to 55 age group; for example, 
an individual in this age group who is 50 
pounds overweight has a 50 per cent greater 
chance of dying during the next year than a 
man of normal weight. The insurance com- 
panies estimate that obese persons have a 
higher than normal death rate in every age 
group; Dublin and Marks (24) have es 
timated that the death rate in obese patients 
is 14 times that of persons who are of normal 


- weight. Also when specific diseases are as 


sociated with obesity, death rates are even 
higher; e.g., with cirrhosis of the liver, the 
death rate is 149 per cent above average; 
with diabetes 133 per cent; and with chronic 
nephritis it is 91 per cent above average 
(34). Armstrong and his associates (4) have 
demonstrated that when weight reduction has 
taken place in persons with associated organic 
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diseases, 50 per cent showed no progression 
of the disease and continued to feel better 
both clinically and symptomatically. after 5 
years at their reduced weights. It is also well 
known that the incidence of coronary heart 
disease is low where undernutrition exists, 
and that diabetes is less common in the lean 
than in the fat. The aforementioned findings 
thus emphasize the urgent importance for good 
weight control. 


CAUSE OF OBESITY 


Obesity is always alimentary in origin. 
According to Newburgh (54) obesity is due 
to “an overall intake of energy which has 
exceeded the total dissipation of energy in the 
body i.e. a positive energy. balance.” Richard- 
son (66) has described the mechanisms in- 
volved: “The human body is a closed energy 

ystem which can store calories in the form 
of foodstuffs as well as in the form of 
heat. The energy of food can be added to the 
system only by means of the ingestion of food 
calories, and energy can be removed only by 
dissipating calories into the environment or 
by the performance of mechanical work. 
Therefore if fat is to be removed from the body, 
fewer calories must be put in or taken out, 
or more calories must be taken out than are 
put in.” The number of calories involved may 
be small, but their total cumulative effect is 
great as far as weight gain is concerned. Van 
Noorden (85) has noted that the ingestion of 
200 calories per day above the body’s energy 
needs will result in a weight gain of 17 pounds 
in 12 months. Strang (82), faced with the 
often repeated statement of obese patients 


that they really did not eat enough food to 


maintain their obese weight, took a series of 
such patients, noted from them their acknowl- 
edged dietary caloric intake, and in a controlled 
environment actually fed them what they 
Claimed they ate; invariably every patient 
lost weight ! 

Bodily regulatory mechanisms controlling 
food intake. In the normal person, food intake 
is well balanced with energy output as a re- 
sult of the control of various bodily homeo- 
static regulatory mechanisms. The urge to eat 
is a complex phenomenon which has physio- 
logical as well as psychological components. 
A distinction is sometimes drawn between 


hunger and appetite; hunger may be thought 
of as a desire to eat based largely on physio- 
logical reactions to food depletion, while 
appetite is a desire to eat based primarily on 
psychological or learned factors. 

Grossman (36) defines hunger as the complex 
of sensations evolved by the depletion of 
body nutrient stores. Quigley (57) notes that 
hunger is produced by special movements of 
the stomach called hunger contractions. The 
contractions produce periodic epigastric pains 
associated with nervous excitability, restless- 
ness, headache, and fatigue and are always 
associated with the inadequate intake of 
food; they induce the individual to ingest 
food, and the ingestion relieves the pains. 
It is known today, however, that hunger 
sensations from the empty stomach are not an 
absolutely requisite condition for the exist- 
ence of the desire to ingest food or for the 
arousal of the hunger drive because there are 
additional physiological and neural mecha- 
nisms which also contribute to the control of 
food intake. As proof that stomach hunger 
contractions are not essential for the pro- 
duction of a desire to ingest food, Quigley notes 
that food intake is not decreased by cutting 
both vagi, the splanchnics, by vagotomy with 
splanchnectomy and celiac ganglionectomy, or 
by total or partial gastrectomy. It is also 
known that decorticated dogs and anencephalic 
infants while not seeking food will swallow 
when food is placed in their mouths. - 

Appetite, on the other hand, has been de- 
scribed as a desire for food, a pleasant affective 
state which is specifically founded on the learn- 
ing or memory of the disappearance of hunger 
sensations associated with a comfortably 
filled stomach; that is, appetite is learned 
through the reduction of the hunger drive, and 
is closely related to the agreeable taste, smell, 
and appearance of food. Appetite is a major 
psychic force in regulating the intake of food 
in man. Quigley notes that the quantity of 
food ingested at one time can be influenced by 
both hunger and appetite; for example, a 
hungry person may eat to full satisfaction 
when food is available, but appetite may 
induce the person to overeat once he has 
reached a point of satiety. In obesity, most 
authors agree that there is a marked dis- 
turbance not in hunger but in appetite. 
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The neurophysiological basis for hunger 
and appetite has not yet been completely 
elucidated. Grossman points out that the act 
of feeding is a motor act of skeleta] muscles, 
such as the muscles of the head, neck, and of 
mastication, which are governed by nervous 
processes similar to other voluntary muscles. 
Brobeck (8) notes that*in its simplest reflex 
form, as in the infant, the feeding reflex is 
stimulated by the sensory end organs such as 
those of olfaction, taste and vision which have 
central connections through the brain stem 
with the skeletal muscles of feeding. In higher 
animals and.in man, the hypothalamus as 
well as the cerebral cortex have an increasing 
degree of facilitating or inhibiting effect on 
these basic feeding reflexes, and are therefore 
the main neural centers controlling hunger, 
appetite and the desire for food. The lateral 
area of the hypothalamus facilitates feeding 
reflexes while the medial area inhibits such 
reflexes. The hypothalamic eating center is 
in turn profoundly affected by various bodily 
regulatory mechanisms acting upon it. For 
example, hypothalamic functioning is in- 
fluenced by impulses from the cortex, par- 
ticularly emanating from the frontal lobes,‘ 
as well as by stomach distention (through 
connections via the vagus and medulla with 
the stomach), and by changes in blood glucose 
levels. The following chart I is based, with some 
modification,.on the work of Brobeck who has 
listed some of the mechanisms exerting their 
influence on the hypothalamic feeding centers. 


and believes that cortical disturbance acting 
through the hypothalamus is responsible for 
the morbid hunger which is often associated 
with cerebral cortex disease. 

In most cases of obesity, there seems to be a 
disturbance of the learned desire for food, that 
is of appetite and not of hunger. It is belicved 
that most of the body regulatory mechanisms 
tend to maintain the body at a normal weight 
in obese as well as in normal people. However, 
the influence of psychological factors through 
cortical ‘connections with the hypothalamus 
very likely upsets the normal body regulatory 
control mechanisms. Jt has been postulated 
that psychic cortical factors in addition to or in 
spite of certain of the automatic somatic regula- 
tory mechanisms produce a disturbance in the 
activity of the hypothalamic eating center; this 
causes an abnormal appetite which may re- 
sult in an abnormal increase of food iniake. 
Although the desire to eat (hunger) is normally 
aroused by the action of homeostatic mecha- 
nisms upon the hypothalamic feeding centers, 
it is structurally and functionally possible for 
the desire to eat (appetite) to become aroused 
by cortically mediated stimuli such as thoughts, 
feelings and perceptions acting on this same 
feeding center. It has been hypothesized that 
this “conditioned hunger” or appetite mech- 
anism is responsible for the overeating and 
subsequent obesity of those patients who suffer 
from abnormal appetites. 

Types of obesity. There are two types of 
obesity according to classic definition: namely 


Cortex | 

Facilitating Mechanisms — > Hypothalamus <— Inhibiting Mechanisms 
Contractions of empty stomach. | Distention of stomach. 
Cold environment. Warm environment. 
Lowered supply of blood glucose. Eating: —» Increased blood glucose. 

Dehydration. 

Excercise. 


Cuart I. Bodily Mechanisms Influencing the Hypothalamic Feeding Center 


Watts (87) has suggested the existence of a 
representation of the intestinal tract 


of the 


exogenous, simple, or ae endoge- 
nous, metabolic, or endocrine obesity. Most 
authors are critical of this distinction because 
they believe that separating exogenous from 
endogenous implies that the latter may not 
be due to excessive intake of food but is due 
to an abnormal metabolic utilization of food 
causing persons with normal caloric intake to 
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gain weight because of metabolic abnormal- 
ities. This is never the case, for both exogenous 
and endogenous obesities always are due to 
hyperalimentation. Most of those who adhere 
to an endogenous etiology for some cases of 
obesity now admit that even these cases require 
an excessive intake of food to produce an 
excessive accumulation of adipose tissue. The 
authors agree with Rynearson (71, 72) who 
notes that the concepts of exogenous and. en- 
dogenous are confusing and should prefer- 
ably not be used. 

A. Exogenous, simple, or common obesily. 
Most investigators agree that 95 to 97 per cent 
of all cases of obesity fall into this category 
(70). There is no question of any metabolic 
disorder in exogenous obesity which is a revers- 
ible condition clearly due to an excessive food 
intake as compared with energy output. 

B. Endogenous, metabolic, or endocrine obes- 
ily. Silver and Bauer (78) estimate that about 
3 per cent of the total cases of obesity fall into 
this heterogeneous group. Newburgh (54) notes 
that obesity is never directly produced by an 
increase or decrease in the activity of an 
endocrine gland. Metabolic obesity when it 
exists is the result of hyperalimentation caused 
by a disturbance of appetite which has its 
origin in so-called endogenous sources. Rony 
(69) in his comprehensive treatise on obesity 
concluded that there is ‘‘no consistent evidence 
of any specific disturbance in the intermediary 
metabolism of fat that could be regarded as a 
major cause of obesity.”” Many theories have 
been proposed to explain the accumulation of 


weight in the obese patient on the basis of 


metabolic abnormality. Newburgh notes that 
invariably the metabolic hypotheses have not 
been able to withstand clinical verification. 


Somatic Factors In OBESITY 


Many attempts have been made to account 
for obesity in terms of somatic factors. Among 
the possible physical causes that have been 
investigated are metabolic factors, endocrine 
disturbances, neurological lesions, neuroendo- 
crine factors, and hereditary factors. The fol- 
lowing is a summary of the present status of 
the somatic factors that have been suggested 
as causing obesity: 

1. Metabolic factors. The relationship 
between various metabolic factors and obesity 


has been investigated and so far no significant 
relationship has been demonstrated. 

a. Luxus Konsumption (33): It was postu- 
lated that in normal persons an increase in 
food intake is followed by a corresponding 
increase in basal metabolic rate which thereby 
maintains a constant body weight; this reactive 
changeability of the BMR was called Luxus 
Konsumption. In obese patients it was sug- 
gested that the BMR does not increase as it 
does in normals which therefore results in 
excessive weight gain. However, this hypoth- 
esis was disproven through careful metabolic 
studies (54). 

b. In the past, various investigators have 
felt that obese patients conserve more energy 
than normal people. It has been demonstrated, 
however, that in reality obese patients expend 
more energy to perform a given piece of work 
than do normal persons (54). 

c. At times it has been claimed that obese 
people have a greater absorption, assimilation, 
or a more efficient digestion of food than do 
normals. Others have claimed that there is a 
disorder in the enzyme system which controls 
the oxidation of carbohydrate. None of these 
concepts has withstood experimental investi- 
gation. 

d. Von Bergmann (54) and later Hetenyi 
(43) suggested that obese patients have a 
lipophilia which is a hereditary constitutional 
tendency of their adipose cells to excessively 
accumulate fat. However, careful _ studies 
indicate that obese persons release fat from 
their stores as a source of energy as readily as 
normals do. In fact, since fat people have a 
below normal respiratory quotient, it may be 
concluded that they oxidize more fat, than | 
normal people. In addition, they produce more 
heat in the basal state and have a greater total 
heat production than most. There is no reduc- 
tion of output of calories as shown in the basal 
metabolism; in fact most obese patients have a 
normal or increased basal metabolic rate (22). 
There is no evidence for a negative phase of 
metabolism. The specific dynamic action of 


“food is not diminished (69), and no difference 


in muscular efficiency (85) has been demon- 
strated. 

Results of the investigation of the metabolic 
factors of endogenous obesity indicate that 


obese people expend a greater amount of 
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- energy than normal, and absorb no more 
energy than do normal! persons from their food. 
Therefore, it may be concluded that they eat 
more than normals and must continue to do so 
consistently to avoid losing weight! 

2. Endocrine disturbances. There is very little 
evidence to support the thesis that glandular 
abnormality plays a significant role in any 
large number of cases of obesity. Among the 
clinical syndromes and various glandular mal- 
functions that have been suggested as being 
etiologically related to obesity, the following 
seem important to mention: 

a. Disease of the pituitary gland: Even though 
hypopituitarism is thought to occasionally 
result in the serious anorexia and leanness, of 
Simmonds’ disease, there is no consistent 
evidence that obesity can result per se from 
hyperfunctioning of the hypophysis. 

b. Disease of the thyroid gland: In the past it 
has been a popular concept among laymen as 
well as physicians that obesity was frequently 
associated with hypothyroidism. Today, most 
workers feel that the incidence of thyroid 
obesity is rare. Plummer (58) has demon- 
strated that hypothyroids may be lean or fat. 
In fact, he found that in myxedema there was 
no tendency towards obesity, and when it did 
occur, it could be correlated with excessive 
food intake and not with any metabolic 
abnormality. Williams (89) found normal 
blood iodine levels, which are a good measure 
of thyroid activity, in a group of very fat men 
and women. It has also been thought that 
obesity was associated with the low basal 
metabolic rate of hypothyroidism; however, 
Boothby (7) found that most obese patients 
have a normal or increased BMR. Bruch 
(11, c) found an increased BMR in a series of 
obese children. In fact even when the BMR is 
very low, it is felt that this does not cause 
obesity. It must be concluded therefore that 
disease of the thyroid does not play a signifi- 
cant role in the causation of obesity. 

-c. Disease of the adrenal cortex: Hyperfunc- 
tioning of the adrenal cortex, as for example 
resulting from a tumor, may result in Cushing’s 
syndrome. In this disease, there is a type of 
adiposity described as buffalo adiposity where 
fat is concentrated in the upper parts of the 
body and trunk; this is usually but not invar- 
iably accompanied by an increase of body 


weight. The localized “buffalo” distribution of 
adipose tissue is probably hormonally deter- 
mined. A mechanism that has been proposed 
to explain the etiology of this syndrome is that 
excessive adrenal steroid secreted by the 
adrenal cortex increases appetite and thereby 
enhances food intake leading to buffalo adi- 
posity. Dorfman has suggested that when the 
ordinary obese patient is under stress, for 
example, as a result of emotional conflict, 
adrenocorticotrophic pituitary hormone may 
stimulate an excessive secretion of adrenal 
cortical hormone which increases the appetite 
and results in increased food intake. ‘his 
physiological mechanism would offer a rein- 
forcement of the psychological factors which 
are the chief causes of the overeating. 
Cleghorn (16) notes Margolin’s suggestion 
that one aspect of severe obesity may be con- 
sidered to be a type of addiction associated 
with adrenal corticosteroids. Margolin feels 
that extreme cases of obesity almost resemble 
malignant processes, and that there must be a 
physiological reinforcement of the important 
emotional drives involved in the genesis of the 
condition. For example, he has noted that in 
obese patients, with the loss of a certain 
amount of weight through dieting, a threshold 
is often reached at which level there is a 
reactivation of their compulsive eating. Mar- 
golin accounts for this phenomenon by 
suggesting that the excessive deposits of 
adipose tissue had previously absorbed and 
stored excessive steroid hormones and that, as 
a result, the glands producing these underwent 
adaptive hypertrophy. (Support for this latter 
postulation is found in the observation of 
Robinson and Norton (68) that certain obese 
individuals without apparent pituitary dys- 
function have a high excretion of corticoster- 
oids resembling that of patients with Cushing’s 
disease.) In such cases, Margolin suggests that 
weight loss renders excessive hormone secre- 
tions available not only from the hyperactive 
glands but also from the fat deposits. He sug- 
gests that this excessive blood corticoid level 
produces a somatic reinforcement of the 
compulsive psychic drive to overeat. Hence, 
Margolin concludes that fat people who over- 
eat for psychological reasons cannot lose weight 
beyond a certain amount because of the in- 
crease in the force of the somatic factor; this 
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metabolic enhancement of the hunger drive 
reinforces the psychic drive. It is important to 
note that while Margolin’s hypothesis is stimu- 
lating and provocative, it has not been clini- 
cally or experimentally validated by bio-assay 
methods that the critical level of steroid 
excretion consistently increases at a certain 
point in the psychotherapy or medical manage- 
ment of obese patients when after the loss of a 
certain amount of weight they find it hard to 
maintain their diet. 

d. Disease of the pancreas: Insulin is known to 
produce an increased intake of food (28, 37) 
by lowering~blood glucose. In an individual 
afflicted with excessive insulin secretion, there 
isa danger of hypoglycemic coma particularly 
in the morning; accordingly these persons have 
a characteristic morning hyperexia at which 
time they usually ingest carbohydrate in order 
to maintain their blood sugar levels. As a 
consequence of this situation, in which there 
is excessive ingestion of food, obesity fre- 
quently results, 

On the basis of the aforementioned findings, 
Portis (59) has postulated that there is a 
functional hyperinsulinism in individuals sub- 
ject to acute or chronic stress. This excessive 
insulin secretion would result in a functional 
hypoglycemia which would necessitate the 
ingestion of increased amounts of food, partic- 
ularly carbohydrate, and thereby could possi- 
bly lead to obesity. Mayer (51) has propounded 
a glucostatic theory in which hypothalamic 
glucoreceptors which are sensitive to fluctu- 
ations in blood sugar level increase food intake 
in order to counteract hypoglycemia; these 
glucoreceptors might mediate the increased 
food intake associated with the functional 
hyperinsulinism of Portis. Newburgh (54) 
disagrees with the suggestion of hypoglycemia 
as a cause of a significant number of cases of 
obesity by noting that obese patients exposed 
to blood sugar level determinations cannot be 
demonstrated to be hypoglycemic; most often, 


in fact, they are hyperglycemic. 


e. Disease of the gonads: It has been noted 
that hypogonadal males frequently have fat 
pads in the hips and breasts associated with 
moderate to severe obesity. Obesity is also 
Supposed to frequently occur with eunuch- 
oidism, and it has been suggested that this 
might be related to the common occurrence of 
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obesity in lower animals following castration. 
However, there is no evidence that obesity 
when it occurs in humans is due to hypogon- 
adism or that obesity can be helped by the 


injection of sex hormones. Perhaps the gonadal 


malfunction produces a psychological disturb- 
ance which in turn may modify the appetite. 
For example, the overeating and weight gain 
so often associated with the menses have now 
been shown to often be related to the psycho- 
logical pre-menstrual tension that develops in 
many women; this tension results in com- 
pulsive overeating. Thus the resulting hyper- 
phagia is psychologically determined and not 
hormonal in origin as was previously suggested. 

3. Neurological desions. Neural mechanisms 
as noted in the section on hunger and appetite 
are extremely important in the regulation of 
body weight. Lesions of the central nervous 
system affecting the integrative nervous cen- 
ters might well disturb food intake and be a 
major cause of obesity (44, 60, 61). The basic 
integrating center for facilitating and in- 
hibiting appetite in man and lower animals has 
been demonstrated to be located in the hypo- 
thalamus. Ranson and his associates (61) have 
conclusively demonstrated that by destroying 
the medial nuclei of the hypothalamus in rats, 
there develops an inability to stop eating. The 
rat’s appetite becomes voracious and savage, 
and his food consumption increases tremen- 
dously which uniformly leads to obesity. By 
destroying the lateral hypothalamic nuclei, 
anorexia results. Tepperman (84) found that 
rats with hypothalamic lesions eat all their 
food at one time and thereby get fatter than 
when their food consumption is spaced out for 
several meals during the day even though the 
total food intake in both cases might be the 
same. He concluded that they had an increased 
capacity to convert glucose to fat by eating all 
their food at one time. Some authors (85) 
have noted that obese patients very often eat 
most of their food at one meal—the evening 
meal—and have questioned whether this 
pattern of food ingestion does not make for — 
an increased conversion of glucose to fat in 
obese humans. Many clinicians in view of this 
clearly definitive work in lower animals have 
hypothesized that this neural hypothalamic 
mechanism is disturbed at least in some cases 
of obesity. They believe that the increased 
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appetite in obesity seen in association with 
chronic encephalitis, pituitary lesions, third 
_ ventricle tumors, frontal lobe tumors, patients 
who are status post-lobotomy or have brain 
injuries and pineal gland tumors is due to 
involvement of the hypothalamus. On the 
other hand, Gray (35) feels that invariably in 
patients afflicted with these conditions there 
is prolonged inactivity, and that the obesity 
and increased appetite observed in these 
disease processes are the result of inactivity; 
he believes it is similar in origin to the obesity 
following other chronic invaliding illnesses 
such as fractures. 

Burdon (14) has suggested that the marked 
hunger noted in some idiots and mental 
defectives may be associated with irritation or 
destruction of the “cortical nerves innervating 


the intestines.” He a tly includes in this 
grouping the ats Aa with the 
heredofamilial Laurence-Moon-Biedl syn- 


drome which is characterized in addition by 
mental deficiency, polydactyly, retinitis pig- 
mentosa and hypogenitalism, as well as the 
Morgagni-Stewart-Morel syndrome. Most au- 
thors have suggested that these cases are 
primarily associated with hypothalamic in- 
volvement which abnormally increases the 
appetite. In these patients, no endocrine 
disturbance has been demonstrated. While the 
actual cause of these diseases is not known, 
it appears that the symptom of obesity 3 is due 
to excessive food intake. 

‘Bruch (11, d) has suggested another role for 
the hypothalamus. She believes that fat storage 
is not “‘an entirely passive process dependent on 
supply and demand and that adiposity follow- 
ing lesions of the midbrain may be considered 
a sequel of altered tone of adipose tissue due to 
hypothalamic stimulation of the autonomic 
nervous system.” Th been no verifi- 
cation of this thesis. 

Thus we see that jn man, up to the present 
time, no organic lesions of the neural appetite 
regulatory centers in the hypothalamus have 
been demonstrated in simple obesity although 
uf existence of such pathology has been 

tulated. 

4. Neuroendocrine factors. Cleghorn (16), 
recognizing the confusion that exists nosologi- 
cally in defining endogenous causes of obesity, 
attempts to clarify what is known about some 


of the endocrine disturbances and obesity in a 
discussion which he bases largely upon the 
thinking of Stevenson (83). Cleghorn feels that 
many cases of endocrine obesity may be in- 
cluded under the heading of adiposogenital 
dystrophy; another name for this condition is 
Frohlich’s syndrome. This disease is character- 
ized by obesity, sexual infantilism and skeletal 
abnormalities. It may be associated with 
tumors of the pituitary, tumors or infections 
of the hypothalamic areas, or no gross pa- 
thology at all. Adiposogenital dystrophy en- 
compasses a broad spectrum of pathology 
including patients with abnormal sexual and 
skeletal structures persisting into adult years, 
cases showing normal but late sexual matura- 
tion in association with persistent bone devi- 
ations, and even those maturing sexually and 
assuming a normal configuration with adoles- 
cence. In all these patients, however, skeletal 
defects do not disappear with dieting. Cleghorn 
believes that genetic factors are important in 
the occurrence of obesity in this disease. 
Cleghorn’s attempt to clarify this type of 
obesity does not offer an explanation of the 
mechanisms which cause the overeating that 
lead to the excessive weight observed in these 
patients. 

5. The hereditary factors. Various workers 


have postulated that obesity is hereditary in 


origin. Some have suggested that there is an 
“inborn error of metabolism’ whereby an 
individual becomes obese even when food 
intake is normal because the hereditarily deter- 
mined metabolic deficiency causes an abnormal 
accumulation of excessive adipose tissue. 
Gurney (38) found that one or both parents of 
82 per cent of the obese patients he studied 
were overweight, which he interpreted as 
suggesting the existence of a hereditary meta- 
bolic factor in these patients. 

Other investigators feel that there is an 
inheritance of a hereditary bulimia. This is 
similar to the hyperphagia found in the obese 


- yellow rats studied by Danforth (19) where 


overeating was a dominant genetic trait. 
Gastineau (29, 30) and Schick (73) believe that 
there is a genetically determined constitu- 


» tional tendency toward obesity in certain obese 


patients as a result of hereditary influences 
upon the appetite-controlling center in the 
hypothalamus. Schopbach and Angel (74) have 
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expanded this latter view fully in their hered- 
itary concept of human obesity; they believe 
that obesity occurs in the presence of genes 
which not only sensitize the hypothalamic 
appetite mechanism, but which also accelerate 
total body growth, and tend to stop both 
physical and emotional growth earlier than 
usual through their effect on the adrenarche 
and menarche. These authors feel that external 
stressful factors initially precipitate the hered- 
itarily based bulimia which is the immediate 
cause of the obesity. 

Newman (55) quoted by Dorfman (21) notes 
that identical twins reared together show 
similar body weights, but when reared apart 
show a wide variation which seems to be 
directly determined by the differences in their 
environment. The previously mentioned fact 
that about 80 per cent of obese patients have a 
family history of obesity may be attributed at 
least in part to the influence of a common 
environment, identification with fat parents, 
and utilizatiof’of learned oral methods for 
coping with anxiety rather than being due toa 
genetic factor. 

In conclusion, the present authors’ view 
about the role of heredity in obesity would 
approximate Newburgh’s concept that “body 
build is inherited, obesity is not!” (54). A 
certain genetic constitutional predisposition to 
obesity does seem to exist whereby overweight 
tends to occur in certain familial and racial” 
groups. The stocky builds of the Dutch and 
Italians, the Jean builds of the Prussians and 
Norwegians, the muscular and big-boned son of 
the muscular-and big-boned father, and even 
the characteristic leanness of the Greyhound 
dog, all seem to be due to some genetic pre- 
disposition toward a definite type of body 
build and fat distribution. However, the envi- 
ronmental and family eating habits may 
influence an Italian to undereat and be thin, or 
a Prussian to overeat and be fat, or a Grey- 
hound to be overfed and become ‘obese. Thus 
the relative influence of environment as com- 
pared to heredity is variable in each obese 
patient, but the inevitable predominant impor- 
tance of environment and other exogenous 
factors in the majority of cases of obesity seems 
to be unquestionable. 

Summary of somatic factors. In at least 97 
per cent of the cases of obesity, the excessive 


accumulation of adipose tissue is clearly due to 
overeating; these “exogenous” cases result 
from an excessive caloric intake over energy 
output. There is general agreement that there 
is no endocrine or metabolic abnormality in 
most obese persons. Disturbance of appetite 
appears to be the crucial factor in most cases 

of overweight ; this causes obese persons to eat 
an excessive amount of food over and above 
- their normal bodily need and energy expendi- 
ture. Appetite, while being under the control of 
various bodily regulatory mechanisms (gastric, 
neural, etc.);-is a learned phenomenon largely 
under ‘the influence of psy€Hic and emotional 
factors. It seems likely that cortical impulses 
impinging on the hypothalamus play an im- 
portant role in determining the degree of 
appetite and alimentation, for the major neural 
integrating center for facilitation and inhibi- 
tion of feeding behavior is located in the 
hypothalamus. Some authors feel that there 
is a hereditary predisposition toobesity in many 
cases through a genetically determined hypo- 
thalamic hyperphagia. Also there may be an 
increased metabolic conversion of glucose to 
fat because of the tendency of obese people to 
concentrate their food ingestion at one meal. 
Most investigators agree that somatic factors, 
while playing some role in overeating, cannot 
fully account for the compulsive hyperalimen- 
tation seen in obesity, and that emotional 
factors are crucial in the Beeps of the 
condition. | 


PSYCHOLOGICAL FACTORS IN OBESITY 


During the last two decades, as a result of 
the work of various investigators in the field of 
psychosomatic medicine such as Alexander, 
Coriat and Bruch, there has developed an 
increasing awareness of the psychological 
factors in obesity. As somatic studies ruled out 
the many metabolic postulates that had been 
proposed to explain obesity, it became appar- 
ent that the relationship between psychological 
factors and excessive food intake had to be 
clarified in order to understand the total prob- 
lem of overweight. In the search for the 
psychological origins of overweight, there has 
been a tendency for investigators to examine 
specific factors in the culture, environment, 
family history, personality structure and the 
unconsciaus of the obese patient. The uncritical 
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application of concepts derived from socio- 
logical and psychological levels of description 
to the problem of obesity has some times 
resulted in confusion. The following are a 


summary and evaluation of some of the more. 


important of the psychological factors that 
have been suggested in the literature. 


The psychology of hunger and eating 

The phenomena of hunger and eating have 
been extensively studied in the psychological 
laboratory, and their functional properties 
have been described in some detail. Hunger is 
a complex reaction which has unlearned and 
learned physiological as well as psychological 
components. On a psychological level descrip- 
tion, hunger is a “learned drive”; that is, the 
desire for food is highly conditionable and can 
come to be elicited by any number of visual, 
auditory, olfactory, and cognitive stimuli. It is 
common experience that one’s appetite can 
become aroused by seeing a chicken being 
roasted in a shop window, by hearing steak 
sizzle, by smelling a pie in the oven, by the 
arrival of one’s customary dinner hour or by 
thinking or reading about food. The repeated 
temporal association of the aforementioned 
stimuli results in their evoking a conditioned 
hunger reaction. This conditioning process has 
its anatomical basis in the various neural 
connections of the hypothalamic feeding cen- 
ter. Since cognitive and affective cues as well 
as sensory stimuli can affect the feeding center, 
it is possible that hunger may come to be 
evoked by such distressing factors as fear, 
loneliness and feelings of unworthiness if such 
distressing situations have in the past been 
associated with hunger. For example, if an 
infant were habitually frightened and neglected 
by his mother who did not heed his hunger 
cries promptly, then the fright and anxiety 
associated with being abandoned might be- 
‘come associated with rising hunger pangs, and 
in later life such an individual might be ex- 


pected to “feel hungry” when faced with a . 


frightening situation. A similar situation might 
develop as a result of a poor child’s association 
of hunger and the rising tensions in his family 
when his father was out of work. Such a 
conditioned hunger response might account for 
the overeating and subsequent obesity of 


4 


patients who experience abnormal appetite not 
based on nutritive needs. 

Hunger also has drive properties which 
impel an individual to action and, if permitted 
to mount, can act as a very powerful drive or 
motivation. Any response which is followed by 
the reduction of a drive is said to be reinforced 
and learned, and reduction of hunger thereby 
mediates the learning of new responses. This 
principle is used in training animals by giving 
them bits of food as a “reward” for performing 
some task. The response of eating normally 
reduces the hunger drive, and one of the 
earliest things an individual learns is to eat 
when hungry. The process of learning through 
drive reduction just described can take place 
without the individual’s conscious awareness. 

It has also long been intuitively realized that 
feeding may be used to combat fear responses. 
Thus Jones (46) was able to extinguish a child’s 
fear of a rabbit by introducing the rabbit while 
the child was eating his lunch. Recently the 
relationship between eating and fear or anxiety 
has been more systematically investigated. It 
has been demonstrated that emotional tensions 
such as fear or anxiety, like hunger or thirst, 
also constitute drive states which motivate the 
individual to act. Thus any response which is 
followed by reduction of fear or anxiety is 
reinforced and learned. In some as yet imper- 
fectly understood manner, anxiety may be 
directly reduced in a number of ways such as 
by the excessive ingestion of alcohol, mastur- 
bation, compulsive behavior, and interpersonal 
contact as well as by eating! It follows that 
anxiety can motivate a person to eat once he had 
learned to diminish anxiety with food. 

The mechanism by which eating reduces 
anxiety is as yet poorly understood. There are 
probably important learned factors involving 
conditioning, for example, through the associ- 
ation of pleasurable non-anxious situations 
with feeding. However, the anxiety reducing 
effects of eating can hardly be accounted for 
solely on the basis of learned habits. It may be 
speculated that there is some degree of physi- 
ological incompatibility between the act of 
eating and intense fear or anxiety; it has been 
demonstrated that while eating, intense anx- 
iety states are temporarily diminished. The 
anxiety reducing effects of eating could account 
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for the compulsive overeating and consequent 
obesity of those patients who feel an irresistible 
urge to eat without experiencing unusual hunger 
or appetite. Such patients eat to reduce the 
anxiety drive; their appetite need 

garily be disturbed. 

Culture and environment 

* Both because of the emphasis of the medical 
profession upon the adverse physical effects of 
obesity, and the cosmetic premium placed 
upon thinness in our society, the obese person 
is usually subjected to great pressure to lose 
weight; for many obese patients, obesity 
fesults in feelings of inferiority and self- 
depreciation. However, in spite of the current 
social disapproval of obesity, there are still 
certain situations where obesity is not only 
taken for granted but is at times considered 
desirable. The Pennsylvania Dutch are well 
known to make a feast of every meal; Italians 
and Jewish families are exceptionally proud of 
their ‘good tables’’. Obesity is the price they 
pay. To many families, a fat child is a healthy 
one and a thin child indicates poor upbringing 
and sickness. In Europe, the Victorian stand- 
ard of a moderately obese womian, particularly 
around the breasts and shoulders, still persists; 
Obesity in a person from such a culture must 
be interpreted accordingly, and moderate over- 
weight’ does not necessarily mean that the per- 
gon will be isolated and rejected by other 
people. Certain occupations involve the con- 
stant exposure to food, and at times this “7 
play a contributory role in obesity; e.g., 
cooks, restaurant workers, brewery cnslapelll 
confectioners, and even in the business man 
who does much of his business over the dinner 
table and thereby is exposed to the suggestive 
effect of attractive menus and food. There is 
the ex-college athlete, previously used to big 
meals while he was a young college letter man 


‘exercising every day, who as an adult becomes 


tied down to the sedentary life of the business 
executive; if he continues to eat excessive food 
as if he were still twenty-one years old, he will 
probably become obese. Freed (26) notes that 
persons originating from impoverished homes, 
Where they were often insecure about the 
supply of food, may develop an aggressively 
acquisitive attitude about food, and when it is 
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available may gorge themselves particularly 
on high caloric carbohydrate foods. Other 
authors, such as Grinker, have suggested that- 


various current trends in the American socio- - 


economic scene are etiologically significant in 
obesity. Among the sociological factors which 
are helping to make us a nation of overweight 
are: the present day increased emphasis upon 
mental activity and educatiorf and the depre- 
ciation of muscular activity and physical labor; 
decreased working hours providing more leisure 
time which ygoften used for overeating; a 
higher livinggtandard, with more money for 
the purchase of appetizing and interesting 
foods; and the trend toward spectatorship 
rather than participation in sports. It would 
seem then that since man’s eating control 
mechanism is susceptible to external influence, — 
the culture and environment often contain ° 
elements that may contribute to the develop- 
ment of obesity! 


Precipitating factors 


Although obesity usually dates back to early 
childhood, it may frequently have an acute 
onset at a later age. It has often been noted 
that obesity may develop rapidly after the 
occurrence of a sudden trauma or stress (77). 
Gilbert-Dreyfus (31), in a discussion of para- 
doxical obesity (that is, obesity with sudden 
onset), found that the most common precip- 
itants in the group of Europeans he studied 
were bombings, the harrowing experience of 
prisoners-of-war and being in a concentration 
camp. Conrad (17) notes that illness, surgical 
operations, attendance at a new school, gnd 
marriage and childbirth may precipitate acute 
obesity. Burdon (14) feels that problems center- 
ing about puberty, sibling rivalry, hospital ex- 
perience, prolonged bed rest, fear of an amo- 
rous suitor, menopause, and situations in- 
volving social or intellectual failure also may 
be determinants in acute obesity. According 
to Hochman (45) financial reverses and death of 
a parent are important factors. Richardson 
(67) found that acute post-partum obesity com- 
monly occurs in women who weighed a great 
deal at birth, were overweight at the time of 
marriage, and had mothers who were obese; 
the probability of obesity occurring is so great 
in such women that Richardson makes it a 
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practice to manage them carefully during 
pregnancy in order to avoid post-partum over- 
weight. 

It is the authors’ impression that the various 
acute stresses precipitating obesity described 
in the literature seem to be non-specific and 
similar to the various acute psychic traumata 


that may precipitate any neurosis or psychosis.. 


The experiences mentioned that seem to cause 
obesity all seem to be acutely anxiety-pro- 
voking to the individual involved and as such 
may herald the onset of any neurosis, psy- 
chosis, or psychosomatic disorder. The source 
of the precipitating traumia appears to have no 
consistent bearing on the choice of symptoms 
of overeating and overweight. 
Psychodynamic considerations 

The problem of the specific psychodynamic 
factors that lead to emotional conflict and 
obesity has been discussed by many authors; 
the selection of the eating mechanism is clearly 
an attempt to cope with these conflictural 
factors. Freud (27) Abraham (1) and Alexander 
(3) have presented the most comprehensive for- 
mulations. Schick (73) has summarized the 
Freudian views as follows: 


.the underlying psychopathology . . 


faction derived as an infant in the intake of food. . 
The infant’s life revolves around nourishment. In 


pleasure. Freud points out that original sexual excite- 
sexual activity in that phase is not yet separated from 


faulty habit of eating may be in some instances... 
manifestation of and a regression to an oral level. 


Most authors adhering to this line of think- 
ing would explain that obese patients, frus- 
trated in their adult functioning, regress to the 
oral level and overeat in order to fill the void 
in their adult life. They are conceived of as 
people who are fixaled to the oral stage. 
Regression recalls the pleasurable nirvana at 
the breast and allows the obese patient to 
avoid facing adult life’s frustrations and offers 
them a substitute through an infantile form 
of gratification; adult obesity thus is a direct 
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reflection of infantile orality. Another common 
Freudian psychoanalytic interpretation m::ht 
translate eating into terms of frustra'ed 
dependency which is represented in a “wis! to 
be loved.” When this wish to be loved is der ied 
by external reality, the patient regressi: ely 
seeks gratification through a wish to be ‘ed 
resulting in overeating and obesity. Mos of 
the workers who have sought to explain ob: ity 


on the basis of specific psychodynamic fac ors — 


have been influenced by the Freudian form la- 
tion of this problem. The resulting contr: {ic- 
tions and conceptual confusion may be a iri- 
buted, at least in part, to the uncritical u: > of 
concepts, which while useful on the psy: ho- 
analytic level of personality description, are 
inappropriately utilized to explain overea ing 
and obesity. 

Specific factors in/the obese patients’ faiuily 
history and personality structure as we!’ as 
the possible meanings of food and overwe 
have been suggested as causing obesity: 

a. Family history: Many investigators have 
examined the family structure of obese 
patients and have concluded that specific 
parental character traits and family situa- 
tions have played significant roles in the 
genesis of their obesity. Most of these workers 
(11, 29, 30, 75) describe the obesigenic homes 
as being dominated by a powerful mother 
figure with the father usually being weak, 
submissive, unable to give positive guidance to 
the obese child, ‘‘a man with little ambition 
and drive who holds little status in the family 
circle.” Shrovon and Richardson (77) describe 
the maternal figure as being controlling, over- 
protective, overindulgent and cold. Bruch (11) 
who has much experience in working with 
mothers of obese children attempted to 
describe them in detail. She feels that such 
mothers characteristically display an apparent 
oversolicitude for their children in order to 
cover up their hidden rejection and resentment. 
She found that these mothers were domineer- 
ing; they tended to treat their progeny as 
prized possessions upon whom they lavished 
excessive material things, such as food, in 
order to compensate for the emotional dep- 
rivation sustained by the children; food 
becomes for the obese child a “substitute 
for the love” that the mother was unable to 
give. Bruch found that these mothers are 


function of self-preservation and the highest available 
the intake of food. ... Rado holds that in infancy the 
entire process of digestion is charged with libido, a 
condition he calls alimentary orgasm. In the normal 
a 
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hig! ly ambivalent event their children and 
alternate their overprotectiveness and over- 
feeding with outbursts of cruelty and hos- 
tility. They are possessive and want their 
children completely. They do not encourage 
their children’s independence and initiative, 
and for this reason, they prefer daughters to 
son: because daughters tend to stay dependent 
for !onger periods of time and more often do 
not leave their mothers when they marry; 
such mothers tend to feminize male children. 
Bruch found that the mothers of obese children 
characteristically suffered poverty during 
childhood, a type of physical as well as emo- 
tional starvation that causes them to feel 
deprived and to pity themselves even as 
adults. These mothers tend to be lonely 
people with few friends and no community or 
recreational outlets. ‘In a primitive way they 
try to create for their obese children that 
normal carefree childhood of which they feel 
they had been deprived and which is repre- 
sented for them in a llfe of idleness and an 
abundance of food” (11, a). 

A group of investigators at the Mayo 
Clinic recently demonstrated the importance 
of the parental role in the development of 
childhood obesity (25). They showed in certain 
cases of obesity that the parent’s unconscious 
wish for obesity in their children was a major 
factor in the child’s development of over- 
weight. In fact these investigators demon- 
strated that when as a result of psychotherapy 
the parents gained insight into the effect 
of their actions upon their children, actions 
which were motivated by the parents’ uncon- 
scious wishes, the need for the symptom of 
obesity in the children was abolished and 
weight reduction followed. 

“It is frequently stated that the early home 
life of obese patients was characteristically 
unhappy and that their parents’ marriage was 


‘@ poor one with open demonstrations of ag- 


gression and antagonism. Bruch found that 
their families were characteristically small 
with the obese patient being the only child 
or youngest in 70 per cent of\the cases studied; 


about half the obese patients were unwanted 
children. Bruch felt that this type of afore- 
Mentioned hostile environment interferes 
with the development of an adequate sense of 
security, competence and worthwhileness. She 
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found that almost uniformly the families were 
proud of their table, and an unusually large 
percentage of the family income was spent on 
food; characteristically little concern was 
shown about their child’s obesity. These 
observations have been interpreted by Bruch 
to mean that inasmuch as these families are 
usually lacking in love and warmth, food 
becomes the chief “substitute ‘for love” and 
it gains inordinate importance (11, 12, 13). 
(The attempt to clarify the mechanism of such 
a “substitution” is confusing and is an example 
of the conceptual difficulties which result from 
the uncritical merging of generalizations from 
different levels of psychological and physio- 
logical description.) 

The discussions in the literature of the 
disturbed family backgrounds of obese patients 
are vivid in their description of unhappiness 
and psychopathology, and various of the 
aforementioned authors have implied that the 
backgrounds of obese patients show a specific 
type of family constellation and disturbances. 
This specificity hypothesis has never been 
validated experimentally. In their clinical 
experience with obese patients, the present 
authors have found no such uniform obesigenic 
family type. In fact they have not found a 
specific family constellation in amy neurosis, 
psychosis or psychosomatic disorder. While 
the authors feel that patients suffering from 
obesity do _characteristically show a history 
of disturbed family origins and relationships, 
the nature of those disturbances seems to be 
liable to any type of variation and does not 
appear to be specific. The specific family 
history that has been proposed to account for 
obesity is similar to that proposed for many 
other psychosomatic and psychopathological 
conditions. For example, there is a close 
resemblance between the dominating “oral 
sadistic mother” described in obesity and tHe 
maternal figure described in peptic ulcer. In 
both cases the mothers may be orally rejecting, 
and both may use food for control. It may be 
speculated that the mother-child relationship is 
consistently -disturbed in cases of obesity as 
well as in peptic ulcer. The importance of this 
disturbed relationship has been discussed 
fully by Sperling (80) in relation to a variety 
of psychosomatic disorders. The authors have 
observed in many cases of obesity that a 
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great emphasis was placed upon food and its 
psychological meaning, availability and use 
for purposes other than nutrition by the 
obese patients’ parents, and this situation 
would seem to be significant in the etiology of 
the condition when it exists. 

The present authors believe that the family 
history seems to influence the development of 
obesity in two respects. First, an individual’s 
home environment determines to a great 
extent the quality of his psychological adjust- 
ment, and it has been found that obesity tends 
to occur in person& who are maladjusted or 
emotionally. disturbed. Also, family habits 
and attitudes toward food may predispose a 
psychologically unstable individual to choose 
overeating as a psychological defense. It 


_ » may be speculated that obesity is likely to 


occur in persons who come from backgrounds 
that both predispose them to emotional 
disturbance and which also make food avail- 
able for neurotic 


purposes. 
b. Personality type: Much has been written 


about the personality of the obese. In liter- 
ature, the typical “fat person” types such as 
Falstaff and Sancho Panza are described as 
jovial, congenial people who are happy and 
outgoing. Most investigators seem to agree 
that this is mot the usual picture presented by 
the obese patient. Rather it is the exception, 
and when present, it is usually a coverup for 
deeply hidden repressed feelings of inferiority 
and inadequacy. There are few symptoms, 
somatic or psychological, that are so disturbing 
to interpersonal relations as obesity. There 
have been attempts to describe specific 
character traits of fat persons. Shorvon and 
Richardson (77) note that obese patients 
typically manifest great anxiety, aggressivity, 
giddiness, irritability, and depressive and 
hysterical pictures; they are usually immature, 
impulsive and labile with a poorly developed 
emotional life. They are unable to accept their 
inner urges. Schopbach and Matthews (75) 
found obese persons to be excessively passive, 
dependent, intolerant of responsibility and 
unable to express aggression. Furthermore they 
found a marked sexual confusion particularly 
in boys who they felt were also excessively 
_ dependent upon their mothers. Ray (63) 

described the female obese patients whom he 
studied: as introspective, self-conscious, ill 
at ease in their social adjustment and as 


having marked feelings of inadequacy. Bruch 
(11) found them isolated and seclusive; she 
also found in their Rorschach test responses 
that these patients were unusually preoc- 
cupied with “size” and that this suggesied 
how symbolically important largeness was to 
them. These patients often felt that food 
equalled safety and that if they did not cat, 
they would lose weight, which would decrease 
their size and cause them to become ill ; nd 
weak. Bruch found that they feared becor ing 
skinny because physical size and bulkiress 
conveyed a feeling of strength; fat was a 
protective wall against the world. Bychowski 
(15) feels that obese persons have great 
difficulty in expressing hostility, and they 
manage to do this only via the oral incor- 
porative introjective mechanism, a type of 
unconscious cannibalism. In summary, then, 
every author in the field expresses the opinion 
that obese persons are to some extent emotion- 
ally disturbed, but there is little agreement 
about the specific nature of the disturbance. 
Many psychoanalytic authors have de- 
scribed specific developmental sequences to 
account for the development of obesity. They 
describe the obese person’s history as follows 
(11, 75, 77). Their maladjustments date back 
to a disturbed early home environment and 
unhappy childhood. On entering school, obese 
children often do not interact well with their 
peers, either socially or in group games; they 
are often made the butt of cruel jokes and 
ridicule (11). They prefer passive games 
entertainment (56). Because they exerci 
less than other children and eat more, their 
obesity becomes aggravated. They lack am- 
bition, and tend to be non-aggressive and over- 
dependent. They show poor social adaptation 
and learn skills slowly. Their parents do not 
encourage initiative. Forty per cent of obese 
children are enuretic above the age of six. 
The persistence of bottle feeding past the age 
of five is not unusual. Bruch found them to be 
usually good students scholastically although 
they tend to be slow and methodical in\their 
work. Bronstein (9) demonstrated that obese 
children have a general acceleration of mental 
and physical growth, 50 per cent of those 
studied having superior intelligence and. only 
25 per cent inferior intelligence. Bruch (11, b) 
found advanced growth in stature, accelerated 
skeletal maturation, and normal or early 
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puberty in boys who grew obese before 
adolescence. According to Gill (32) obese 
patients informed their parents of everything 
they did in their teens, and continued to do so 
even after they were married, which he felt 
indicated their marked immaturity. Bruch 
further noted that by the time he reaches 
adolescence the situation of the obese child 
‘becomes acute because of the physical and 
social aspects of obesity; it is at that age 
that he becomes ashamed of his overweight, 
and at the same time his overprotective mother 
frequently tires of her overindulgence and 
starts to “nag and needle” her adolescent 
youngster to lose weight. The parent-child 
relationship becomes tense; the cast, however, 
is set, and the child is no longer able to achieve 
independence. He may make weak attempts at 
self-assertiveness via temper tantrums and 
sulkiness, but these are not effectively ag- 
gressive moves. Bruch concludes that obesity 
becomes valuable as a means of keeping him- 
self helpless and justifying his failures in life. 
«In spite of the suggestion of the existence of 
specific personality types by the aforemen- 
tioned studies, it is the present authors’ 
impression that there is no specific predict- 
able personality picture that characterizes 
Obese patients. The many descriptions of the 
personality of the obese patient could fit 
any number of neurotic and psychotic patients, 
and could be best summarized as describing 
any emotionally disturbed patient. It is not 
unusual to find obesity in psychotics as well 
as in patients with various neurotic symptoms. 
Apparently the most commonly noted psycho- 


dynamic characteristic of these patients is 


that they have a great deal of conscious 
anxiety and fear which is closely related to 
their various psychological defenses and symp- 
toms. The authors agree with Rennie (65) 
who has stated the problem succinctly: “‘obes- 
ity can be regarded as a component of a 
neurosis, the physical expression of which is 
the accumulation fat.” The nature of that 
neurosis is highly variable. 
The unconscious meaning of overeating 

if and obesity 

’ Adlersberg and. Mayer (2) have summed up 
the almost unanimous finding of various 
authors about the subjective cause of over- 
eating and obesity in their observation that 


the 299 patients they studied felt that their 
condition was “due to factors beyond their 
control”; by this they meant that they were 
unable to stop overeating for reasons which 
they did not understand. Most authors seem 
to agree that overeating represents an attempt 
either to achieve substitute gratification or 
unconscious impulses or to reduce intolerable 
anxiety resulting from various emotional 
conflicts. Hamburger (40) believes that the 
emotional impulses plaguing the obese patient 
fall under one of the following headings: non- 
specific emotional tension, substitute grati- 
fications in intolerable situations, severe 
underlying emotional illnesses such as de- 
pression and hysteria, and addiction to food. 
Kisch (48) feels that the chief characteristic 
about the emotional life of obese patients, 
whatever their emotional problems, is that 
they lack gratification from their life expe- 
riences, a situation he describes as “‘anhedonia’”’. 

Many workers (5, 10, 17, 18, 41, 62, 67) 
have proposed specific impulses, conscious 
and unconscious, which seek gratification . 
through overeating, and a variety of conflicts, 
which result in anxiety against which hyper- 
phagia supposedly constitutes a defense. 
Almost all conceivable psychological impulses 
and conflicts have been accused of causing 
overeating, and many symbolic meanings 
have been assigned to food. The following is 
an attempt to list some of the unconscious 
meanings of overeating, food, and obesity. 
that have been proposed: 
a. Overeating may be: 

a means of diminishing anxiety, insecu- 

rity, tension, worry, indecision. 
a means of achieving pleasure, gratifica- 


tion, success. 

a diversion from monotony and an empty 
life. 

a means of achieving social success and 
acceptance. 

a means of relieving frustration, depriva- 
tion and discouragement. 


a means of expressing hostility, which 
hostility may be conscious, uncon- 
scious, denied, or repressed. Repress- 
ing the hostility produces anxiety and 
even more hostility. 

a means of diminishing feelings of insecu- 
rity and inferiority. 

a means of self-indulgence. 
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a means of rewarding oneself for some 


authority and control, an attempt at 
independence. 

a means of submitting, e.g., to parental 
authority. 

a means of self-punishment and self-deg- 

. radation oft-times in response to guilt. 

a means of diminishing guilt, which guilt 
may itself be due to overeating. 

a means of exhibitionism. 

a means of attaining attention and care. 

a means of justifying failure in life. 

a means of testing love and affection. 

a means of countezacting a feeling of be- 
ing unloved. 

a means of distorting reality. 


_a@ means of identifying with a fat parent, 


usually an obese mother. 
a means of sedating oneself. 


a means of avoiding competition in life. 


a means of avoiding the change in the 
status quo. 


"a means of proving inferiority and justify- 


ing self-depreciation. 

a means of avoiding maturity. 

a means of diminishing fear of starvation, 
particularly in poor people. 

a means of consciously fulfilling the desire 
to become fat, for being fat may equal 
health, or being fat maY please the 


parent. 


a means of handling anxiety from in- 


fantile oral frustration. 


. Overeating may serve: 


as a substitute for love, affection and 
friendliness (food = love). 

as a substitute for showing love and 
affection. 


as a substitute for pregnancy. 
as a substitute for a het exist- 
ence, i.e., protection against hes and 
marriage. 
. Obesity may mean: 


1) Obesity achieves the closing of the 
gap between achievement and reality, i.e. 
very often obese people are failures who 
have no success except at eating and gain- 
ing weight. A big body to them means 
strength, a type of greatness and bigness 
achieved by becoming more special and 


stronger than others. They have a mega- 
lomanic image of themselves. Loss of 
weight will disturb this patient bec::use 
loss of weight means a loss of sprcial 
power (11). 

2) Obesity results in feelings of in- 
feriority, inadequacy and shame. T ese 
feelings and the obesity associated ‘ith 
them then can be used to justify all the {ail- 
ures in interpersonal relationships w hich 
the obese patient has. They may be sed 
as a rationalization to avoid any fur:her 
contact with people and threatening 
situations. 

d. Overeating or food may be symbolic lly: 
representative of pre-Oedipal mother 
conflict. 

a type of an alimentary orgasm. 

expression of an unsatisfied sexual 
craving. 

expression of destructive sadistic im- 

pulses. 

expression of penis envy and a wish. to 

deprive the male of his penis, i.e., an 
unconscious association between food 
and phallus. 

expression of a fantasy where overeating 

results in impregnation. 

expression of pregnancy whereby ab- 

dominal fat = pregnant figure. 
pathologically strong oral libido being 
gratified in an unsublimated way. 

a means of possessing a “part-object” 

like a penis or breast. 
a seed or impregnating agent. 
devouring an ambivalently loved object. 
defense against threatening unconscious 
feminine or masculine wishes. 
expression of exhibitionistic impulses. 
other, with eating being an attempt 
to orally incorporate the mother. 

a desire to feed at the breast. 

an attempt to modify an_ underlying 
depression. 


an indication of an early disturbed 


mother-child relationship. 

It is difficult to describe all the many specific 
psychological factors that have been proposed 
as being associated with obesity. The present 
authors believe that the great number and 
variety indicate that any emotional conflict 
may eventually result in the symptom of over- 
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eating; it is their conclusion that the psycho- 
dynamic factors causing obesity are non- 
st eciffe. Brosin (10) also has noted that psychi- 
airic’experience demonstrates that a wide 
variety of conflicts and psychiatric syndromes 
may be associated with obesity. While many 
obese patients may have some features in 
common, Brosin cautions that it is unsafe to 
generalize about the common factors. In con- 
clusion, it appears that the only psychopatho- 
logical generalization that can be made with 
confidence about obese patients is that they 
are individuals whose life pattern is conflictual 
and anxiety ridden. 
Summary of psychological factors 

While it is evident that psychological factors 
are crucial to the development of obesity, 
the exact nature of the mechanism by which 
such psychological factors result in obesity 
has not yet been clearly explained. The food 
regulating mechanism is susceptible to in- 
fluence from the environment, and it has been 
shown that cultural, family and _ psycho- 
dynamic factors may all contribute to the 
development of obesity. Although many in- 
vestigators have proposed specific family 
histories, precipitating factors, personality 
structures and unconscious conflicts as causing 
obesity, the present authors have concluded 
that overweight persons may suffer from every 
conceivable psychiatric disorder and come from 
a variety of disturbed backgrounds. Thus, 
obese patients may be characterized as 
emotionally disturbed persons who, because 
of the availability of the overeating mecha- 
nism in their environments, have learned to use 
hyperphagia as a means of coping with their 
psychological problems. 

DISCUSSION 
The authors feel that at the present stage of 


knowledge in the field of psychology and 


psychoanalysis the problem of obesity is best 
described on a relatively simple and funda- 
mental level. The assumptions underlying the 
“same concept of obesity are largely derived 

from learning theory (20, 52, 79). The authors 
view overeating as learned behavior which 
usually is a means of reducing anxiety. They 
do not feel that it is necessary to postulate 
that the excessive eating of food represents a 


regression to the oral stage nor to attach sym- 
bolic meaning to eating. 

Two types of abnormal overeating are seen 
clinically. The first is the overeating that 
results from abnormal feelings of hunger or 
appetite, while the other type of overeating is 
not associated with excessive hunger. This 
distinction has often been noted, and one type 
of overeating has been attributed to the 
“gratification of frustrated impulses”, while 
the other type is generally associated with the 
“avoidance of anxiety”. In some patients one 
pattern predominates, but frequently both 
patterns are seen in the same patient. Over- 
eating associated with anxiety seems to be the 
more common. It may be speculated that 
different mechanisms may account for the 
different types of h i 

The overeating that results from a dis- 
turbance in hunger or appetite may be ex- 
plained in terms of conditioning and the in- 
volvement of the hypothalamic feeding centers. 
Appetite is highly conditionable and may be- 
come associated with any number of stimuli or 
situations that are not directly concerned with 
eating. Appetite may come to be elicited by 
previously neutral stimuli as a result of pairing 
such stimuli with hunger and feeding situa- 
tions. For example, the stimulus 6 p.m. 
originally does not evoke the desire to eat, 
but does-se after one has regularly eaten his 
dinner at this hour. The desire to eat may also 
be aroused by ideational and affective stimuli 
as a result of pairing or conditioning. Thus if 
hunger and fear are repeatedly paired, as they 
might be in a neglected infant, then it may be 
expected that in later life the feeling of fear or 
loneliness will evoke appetite or a desire to 
eat. While it is true that such a pairing of an 
unpleasant affective state or situation with 
hunger in our culture is most likely to occur in 
infancy, i.e., during the “oral stage”, it may 
also occur in later life as during a prison-camp 
experience or due to socio-economic crises. 
Again while it may be speculated that a re- 
jecting type of mother would be most likely 
to create a situation of associated fear-hunger, 
a specific type of mother is not the crucial and 
determining factor in establishing the con- 
ditioned hunger pattern. Also while in later 
life arousal and frustration of certain impulses 
may evoke the conditioned hunger reaction, 


and while it is important to identify such im- 
pulses in the course of psychotherapy, it is 
conceptually confusing to attribute the over- 
eating due to conditioned hunger to an attempt 
to obtain “substitute gratification”. The only 
impulse gratified by such overeating is ap- 
petite. 

It seems likely that the hypothalamic 
appetite centers and their connections form the 
structural substrate for the mechanism of 
conditioned hunger. Originally the appetite 
- centers are “triggered off” only by the sen- 
sations due to nutritional deficiency, but due 
to the process of conditioning, impulses from 
other sensory and cortical channels may be- 
come capable of stimulating these centers and 
evoxing a desire to eat. 

However, the most common type of over- 
eating seen in obese patients is associated with 
no conscious increase in hunger or appetite, 
but has an uncontrollable, compulsive quality. 
This compulsive type of overeating can be 
explained in terms of drive reduction. It has 
been shown that any act which reduces a drive 
is rewarded or reinforced and thereby learned. 
In other words, a response such as eating, 
which reduces the hunger drive, tends to be 
repeated whenever the drive is aroused. In 
simple terms, one eats whenever one is hungry 
because the eating abates hunger. 

It has also been demonstrated that emo- 
tions such as fear or anxiety also constitute 
drive states, the reduction of which mediates 
the learning and maintenance of responses. 
Anxiety may be reduced in a number of ways 
involving normal as well as psychopatho- 
logical mechanisms. In our culture fear or 
anxiety is a very important behavioral de- 
terminant. Experimental evidence indicates 
that eating has fear reducing effects, i.e., the 
act Of eating diminishes anxiety states. Where- 
as hiinger is the normal, and largely unlearned, 
drive that motivates eating responses, the 
arousal of the learned fear drive may also cause 
an individual to eat. The act of eating then is 
reinforced or “rewarded” by the reduction of 
either drive. Thus a person may learn to eat 
in response to anxiety as well as in response 
to hunger. According to the authors’ hypo- 
thesis, a person’s habitual use of eating to 
reduce anxiety, over and above his use of 
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eating to reduce hunger, can lead to compulsive 
eating and obesity. | 

The tension reducing effects of eating can 
account for the persistence of obesity. The act 
of overeating has two consequences: the ‘m- 
mediate effect of anxiety reduction and the long 
range effect of causing a distressing accuru- 
lation of adipose tissue. The immediate, re- 
warding anxiety reducing effects of overeating 
which reinforce the act are dominant over ‘he 
future self-defeating and anxiety elici/ing 
effect of the resultant obesity, especially if 
the individual is not aware of the process. T nus 
the cycle of anxiety and overeating becomes 
extremely difficult to interrupt. Such obese 
patients who try to diet suffer a great dea! of 
anxiety generated in part by the removal of 
the anxiety reducing mechanism of eating, 
which they tend to reduce by breaking their 
diet and eating again. 

The authors feel that the question of why 
certain patients choose overeating as against 
other means to diminish anxiety cannot be 
satisfactorily answered by postulating specific 
character structures, psychodynamics and 
family constellations, nor is the specific source 
of anxiety the determining factor. In their 
clinical experience, the authors have seen obese 
patients whose anxiety stems from such widely 
divergent sources as conflicts involving sex and 
aggression, culturally determined factors such 
as status and interpersonal relations, as well as 
from underlying psychotic processes. Since 
they run the gamut of psychopathology, it is 
beyond the scope of this paper to describe the 
numerous and varied sources of the emotional 
conflicts and anxiety that motivate the com- 
pulsive eating that results in obesity. Such 


psychodynamic considerations, while 


tremely important for understanding the total 
problem of obesity and for managing the 
obese patient, are on a different level of de- 
scription from the present discussion. The 
authors’ conception of obesity, while on a more 


operational level of description, is consistent 


with many of the various psychodynamic 
formulations of psychopathology. Perhaps one 
of the important factors predisposing patients 
to choose overeating as a means of diminishing 
anxiety is the availability of this mechanism 
in their environment. Thus individuals who 


pic’ 


con 
wh 
pea 
(11 
sho 
dis 
cep 
uto 
oth 
| 


Psychosomatic Concept of Obesity 199 


come from homes where food is stressed or 
whose mothers used food as a means of ap- 
peasement or control, as suggested by Bruch 
(11), might have the increased probability of 
exploiting the anxiety reducing effects of food 
should they ever become subject to emotional 
disturbance and anxiety. Certainly, this con- 
ceptualization does not rule out the contrib- 
utory roles of constitution, heredity and 
other somatic factors as part of the total 
picture of obesity. 

In summary, the overeating of obesity seems 
to be of two types. The first is a result of 


* excessive conditioned hunger which is elicited 


by non-nutritional factors. The second is a 
psychogenically determined compulsive type 
of hyperphagia which has as its result the 
reduction of anxiety. Many authors have 


attempted to demonstrate specific family 
constellations, personality types and un- | 


conscious impulses as being the psychic causes 
of obesity. The authors feel that the people 
affected by obesity typically have some degree 
of personality disturbance and/or emotional 
conflict which may be of amy type or severity. 
They might be described as being emotion- 
ally disturbed persons usually coming from 
emotionally deprived and disturbed back- 
grounds. The specific choice of obesity as a 
symptom has not been clearly explained, but 
availability of the overeating mechanism as 
determined by the family background and the 
significance of food in the home situation seem 
important. Both the utilization of food as a 
means of diminishing anxiety as well as 
hyperphagia due to an excessive conditioned 
appetite are learned reactions which do not 
necessarily date back to the oral stage of de- 
velopment. The resistance of obesity to 
therapeutic intervention may be accounted for 
by the anxiety reducing ‘effects of eating. 
SUMMARY 


“Obesity was described from a psychosomatic 


viewpoint. The pertinent literature pertaining 
to both the somatic and the psychological 


factors was reviewed and evaluated. It was 
concluded that the ultimate cause of the great 
majority of cases of obesity is psychologically 
determined hyperphagia. The authors pre- 
sented a comprehensive formulation of the 


problem of obesity. They suggest that the over- 
eating of obesity is of two types. The first is 
the result of conditioned hunger whereby 
eating becomes associated with stimuli and 
situations not related to the nutritive function. 
The second type is a psychogenically de- 
termined compulsive type of hyperphagia 
which has the purpose of reducing anxiety, 
which anxiety is aroused by any emotional con- 
flict. The authors feel that the personality 
structure, family history, precipitating events 
and psychodynamic conflicts that may~be — 
associated with hyperphagia and obesity are 

non-specific. 
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AN EXAMPLE OF THE PSYCHOPATHOLOGY OF RELIGION 
The Seventh-day Adventist Denomination! 


HELEN YARNELL, M.D? 


INTRODUCTION 


The Seventh-day Adventist denomination is 
a relatively small Protestant sect, another of 
the strange phenomena appearing in the first- 
half of the 19th century. Its crucial years fall 
within the period of the 1840’s. Generally, this 
period might be roughly described as one of 
tension and transition for America; it was the 
period of sectional tension preceding the Civil 
War, as in the slave holding-abolishionist con- 
troversies; it was also the era when the Mexi- 
can War satisfied the national urge for expan- 
sion, but threatened the national ideal; and 
likewise saw the early implementation of the 
industrial revolution with its organized en- 
deavers, which in particular affected the New 
England farmer’s status of individualism. The 
latter had already been threatened by the de- 
- cline in productivity of his land, and the exodus 
of those looking for prosperity in the west. For 
New England in particular it was the period 
of exuberant revolt against Puritanism with 
_ the appearance of writers who asserted a sort 
of American independence in arts and letters. 
Of the transcendental writers, of course, there 
is Emerson; other idealists, like Thoreau, who 
despaired of transforming the world according 
to their ideals, simply withdrew to literal isola- 
tion. While Mary Baker Eddy was just getting 
married for the first time in 1843 and did not 
‘become influential until 1865, William James 
credits Emerson and the Transcendentalists as 
being one of the doctrinal sources for the ‘“‘Reli- 
gion of Healthy-mindedness”, of which Chris- 
tian Science is one of the most extreme 
examples. There were the communal with- 
drawals as in the Brook Farm experiment. In 
1844, Joseph Smith, founder of Mormonism, 
was killed by an Illinois mob; he had, inspired 


Society for nek wm and Psychopa 

New York City, November 20, 1952. 

* Helen Yarnell was raised as a Seventh-day 


202 


by his peculiar visions, led his followers out of 
New England to find a Promised Land which 
would be uniquely theirs. 

For Europe there were such crises as the 
revolutions in Germany of 1848; Darwin ind 
the Utilitarians brought rational thinking ‘oa 
belief in evolutionary progress which would 
bring the “new earth” in this life; the effec: of 
Kant’s idealism which emphasized faith :nd 
intuition had produced such results as de- 
scribed by Randall: “tests of truth which 
generations of scientists had built up went by 
the board, and men were free to believe any- 
thing which the interests of the whole of human 
nature impelled them to believe. Almost any 
kind of faith had been made intellectually 
respectable.” There were the philosophies of 
history which taught, “history revealed the 
steady march of mankind toward some far-off 
divine event . . . the task of the wise man is to 
study the past to discover those laws of devel- 
opment, and then play his part in the further 
unfolding’, and while this school’s great 
systematizer, Hegel, died in 1835, its influence 
was seen, for example, on Marx’s Manifesto 
published in 1848. 

The Seventh-day Adventists seems to repre- 
sent one sort of reactionary plunge into New 
England Calvinistic excesses, The fundamental 
beliefs of this church include a core of orthodox 
ones common to Protestant sects deriving 
from Calvin and Wesley: such as, belief in the 
Trinity, salvation through faith, redemption 
through Christ’s death and resurrection; alle- 
giance to God before allegiance to state. The 
Bible is studied and applied as the literal rule- 
book; or a Christian’s purpose in life is to serve 


-God with strict discipline and, like other deriva- 


tives of Calvinism, without profane distrac- 
tions. To this orthodox core of beliefs have 
been added the distinctive Seventh-day Ad- 
ventists ones: such as, the observance of the 
seventh day Sabbath; the belief in the immi- 
nent literal second coming of Christ; and 
baptism by immersion (held in common with 
the Baptists). Also with similar Protestant 
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sects, it believes it alone has the truth and that 
its followers alone constitute the “‘elect’’; it is 
evangelical, epitomizing this spirit by the 
text, “This gospel of the kingdom shall be 
preached in all the world for a witness unto 
all nations; and then shall the end come.” 
(Matthew 24:14) 

The denomination reported a world member- 
ship of 756,712 in 1950; it maintains 43 pub- 
lishing houses; 5,436 schools, including 283 
college and secondary schools; and 163 medical 
institutions. Between 1900 and 1950, over six 
thousand missionaries were sent out. For 
ironical interest, it might be mentioned that 
the church’s first missionary was sent to 
Switzerland in 1874. 


MILLER AND THE SECOND 
ADVENT MOVEMENT 
This denomination’s belief in the imminent 
second advent begins with William Miller, 
1782-1849, who was descended from New 
England Baptists and lived in rural Washing- 
ton County in northern New York. He was 
self-educated and was particularly interested 
in deism and law. He is supposed to have read 
by the light of burning pine knots, a practice 
which kept his father worrying lest the house 
burn down. Miller kept a diary, acted as a 
community scribe, was the local Justice of 
Peace for 20-30 years, and had two years of 
army service during the War of 1812, being 
discharged with the rank of Captain. He mar- 
ried, fathered ten children and adequately 
supported his family by farming. In 1814, he 
found the world “seamy and sinister’, and he 
found himself ‘disgusted with man’s char- 
acter”. “Taking the name of God in vain”, a 
habit he had acquired in the army, suddenly 
seemed a horrible offense. He became pre~ 
occupied with a violator’s relation to the Just 
Being, but he failed to find answers to his 
questions in Nature or in Providence. He was 
in despair: ‘Annihilation was a cold and 
chilling thought... accountability was sure 
destruction to) all...I tried to stop thinking, 
but my roadie would not be controlled . . . I 
murmured and complained, but know not of 
Whom . . . I mourned without hope . . . God by 
His Holy Spirit opened my eyes...I saw 
Jesus as a friend ... and the Word of God as 
4 perfect rule of duty ...I immediately felt 


how lovely such a Being must be... .” In the 
following 15 years, Miller studied the Bible 
verse by verse with the help of Cruden’s Con- 
cordance, trying to understand the meaning of 
every sentence. As early as 1818, his study had 
convinced him that the end of the world would 
come about 1843, but he was uncertain what 
he should do about this impending catas- 
trophe. About 1830, he talked to his friends 
and began to accept “preaching” invitations 
and was licensed as a Baptist minister in 1833. 
His followers “came out” of a number of 
Protestant churches, but the Millerites were 
sort of ex- or AWOL Baptists, Methodists, etc., 
and had no formally organized denomination. 

Miller’s reliance on Cruden suggests how he 
developed his theories; i.e., he tied up state- 
ments picked from most any Biblical writer to 
develop a theory with some far-fetched results, 
even though he aimed to be literal and logical 
and never presumptuous. His interpretations 
are essentially in agreement with those held by 
Biblical scholars who study the prophecies, 
except that he diverged in his interpretative- 
prediction as to what would happen when the 
great prophetic periods ended. His interpreta- 
tion is built up in part from the following: 
Daniel, who shifts between anxiety for the 
state of his own soul and for the destiny of the 
Jews, also had been concerned with some all- 
inclusive cataclysmic ‘“‘ending”. Daniel 8:14 
states: “Unto two thousand and three hundred 
days; then shall the sanctuary be cleansed”’; 
then Daniel 9:24 states: “‘. . . seventy weeks are 


determined upon thy people. . . from the going 


forth of the commandment to restore and to 
build Jerusalem unto Messiah ...” where 
“determined” can also be translated “cut-off”. 
It is not a difficult leap, to interpret “cut-off” 
as implying a larger whole, and the preceding 
longer time period is the 2,300 days; then both 
time prophecies would begin at the same time, 
and the “commandment” is usually considered 
that given by the Persians in 457 B.C. 
Counting prophetic time as a day for a year, 
brings the 70 weeks or 490 years to A.D. 33, 
which is the date of Christ’s crucifixion. Calcu- 
lation would then close the 2,300 day time 
period about 1843, although a checking of 
chronology set the exact date on October 22, 
1844. Miller interpreted the “sanctuary” to 
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mean the earth, which would only be cleansed 
at Christ’s second coming. 

Miller and his associates lectured all over 
the Northeastern States, teaching small groups 
or holding camp meetings attended by thou- 
sands. They attracted a surprisingly large 
number of followers. As would be expected, 
his startling theories also aroused hostility, 
notoriety and ridicule and made good news- 
paper copy. While some of his followers un- 
doubtedly went in for bizarre behavior, Miller 
himself taught that the great event should be 
awaited with self-searching humility, along 
with such practical admonition as settling 
debts, making confession and restitution for 
dishonest dealings, etc. 

There were reactions from the “lunatic 
fringe’’; statistics from three New England 
State Hospitals for the years 1842-1844 show 
that out of the 199 patients admitted during 
that period who were diagnosed ‘“‘religious 
excitement”, in 59 exposure to Miller’s beliefs 
was given as the precipitating cause of their 
insanity. These 59 patients constituted about 
4 per cent of the total admissions (1,516) for 


this period. When the second advent did not. 


_ occur in 1844, the Millerites dissolved with the 
exceptions of a few small groups. Miller, by 
1844, was ill and losing his eyesight, and he 
died in 1849, still believing, “The Bridegroom 
is coming; no mistake. ...We shall soon see 
Him for whom we have looked and waited. . . . 
God will raise up those to whom He will com- 
mit the direction of His cause.” ~ 

Since the Seventh-day Adventist denomina- 
tion evolved from a few faithful Méillerite 
groups, it began historically with a period of 
anticipation, then disappointment, and a 
resulting almost complete dissolution. It had 
come out of the “fallen Babylon” only to find 
itself not ascended up with Christ as hoped, 
but left to face the bitterness of the disap- 
pointed faithful and the ridicule of the “un- 
faithful”. Generally, its beginnings in reality 
contributed toward a paranoid outlook. 

In 1845, one of the faithful Millerites under- 
stood where Miller was in error. The earthly 
sanctuary “with its ceremonial laws had been 
patterned after the heavenly sanctuary. It was 
really the sanctuary in Heaven Daniel meant. 
Therefore the supreme event which occurred 
in 1844 was that Christ entered the most holy 
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place of the heavenly sanctuary to act as 


_ mediator in the final judgment, the Hebrew 


day of atonement being a foreshadow of ‘his 
event. The ten commandments, it was as- 
serted, are within the ark in the most holy 
place. Concentration of this awesome |ict 
illuminated another error, namely: the ‘th 
commandment states ‘Remember the Sabb ith 
day to keep it holy . . . for in six days the Lord 
made heaven and earth...and rested the 
seventh day”; and if God said the seve ith 
day, he meant literally the seventh day, .0t 
the first day. (This new ‘‘illumination’’ is 
based largely on the three angels’ message: of 
Revelation 14.) This added truth pulled to- 
gether a few groups of reconverted Miller:tes 
who were now Seventh-day Adventists. The 
denomination was not formally organized 
until 1863, when with its headquarters in Jat- 
tle Creek, Michigan, its constituency was 125 
churches with 3,500 members. From 1846 on 
James White and his wife Ellen G. White 
carried the responsibility of leadership. 


ELLEN G. WHITE 


She was born one of twin girls in Maine in 
1827 (and died at the advanced age of 88 in 
1915). Her parents were devout Methodists 
who had eight children. When she was 9, an 
older girl threw a stone at her and fractured 
her nose. The immediate results of this accident 
were: three weeks in a stupor from which she 
awakened with no memory of the accident and 
remaining at home for two years convinced 
she was going to die. At 11, when she went 
back to school, she could “not retain” what 
she learned, and even though the girl who in- 
jured her was trying to help her in reading and 
writing “my hand trembled. . . the letters ran 
together . . . perspiration broke out. . . I had to 
yield to my feebleness...the teacher was pa- 
tient... but sad to see my laboring under 
serious disadvan ” Therefore she stayed 
home and helped her father in his hatmaking 


’ when her feebleness permitted. Some of the 


long-term consequences were difficult nasal 
breathing and a disfigured appearance. 

She had picked up a scrap of newspaper 
which mentioned that someone in England was 
preaching that the earth would be consumed 
in about 30 years—“I was seized with terror... 
and prayed to be ready.” Hell was very real 
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to her: (“the fiery billows would roll to the 
surface, the writhing victims who would 
shrick, How long, O Lord, how long?.. . the 
ansv er would thunder down the abyss. . . thru 
all eternity... again the molten waves would 
engulf the lost, carrying them down in the 
depths of an ever restless sea of fire’”’). 

“In 1840 she first heard Mr. Miller; she be- 
lieved, but “a sadness rested in her heart’ and 
“it was impossible to make anyone understand 
my fcelings.”” During a camp meeting she took 
courage from Esther’s story (I will go unto the 
King, etc.—Esther 4:16) and felt her burden 
lifted. Immediately she was alarmed, even 
though “Jesus seemed very near’’, since she 
felt she had no right to be “joyous and happy 
...1 feared I was different ...was shut out 
from the perfect joy of holiness. ..I felt the 
justice of God eclipsed His mercy and love... I 
thought. of the eternally burning hell...I 
thought my sins too great to be forgiven. ..”. 
This conflict went on for some months with 
emphasis on her fear of making public con- 
fession and prayer, which she felt God de- 
manded of her. She had a dream about people 
flocking to a temple where there was a central 
pillar; she was left alone and terrified; then 
she saw Jesus who took out a green cord and 
gave it to her with advice to stretch it to the 
utmost; she cherished the cord to her bosom 
and thought it represented faith. She told her 
mother who said, ‘Ellen, you are only a child; 
.., perhaps Jesus will be preparing you for 
some special work.”’ Soon after, she “prayed 
out” in a Millerite meeting (not a Methodist) 
when “everything seemed shut out for me, 
but Jesus and Hisglory . . . and I lost conscious- 
ness for what was passing around me... the 
Spirit of God rested on me with such power. . . I 
was unable to go home. . .my mother was sure 
it was the wondrous power of God . . . my views 
of the Father were changed . . .now He was a 
kind and tender parent... rather than a stern 
tyrant... .my heart went out to Him in a deep 
and fervent love . . . naturally proud and ambi- 
tious... I might not have been inclined to give 
my heart to Jesus had it not been for the sore 
affliction that had cut me off from the tempta- 
tions and vanities of the world... I longed to 
tell the story of Jesus’ love... but felt no dis- 


position to engage in commén conversation 
with anyone. ..I felt like coming to. God like 
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a child coming to its father.” She related her 
experience in churches with amazing effects; 
and she persisted with such zeal in gathering 
others for prayer that some “thought me be- 
side myself.’ 

Her reaction to the 1844 disappointment was 
essentially that it was a trial to test the faith- 
ful in a world filled with scoffers, the scornful, 
and a world mobilizing to present opposition 
to the truth. She continued to feel that God 
expected her to “rise above herself” and spread 
the “truth”, but she was not frightened—“I 
coveted death as a release from responsibility.” 
Courage would return after such experiences 
as being struck in the heart by a ball of fire or 
finding herself able to speak in a meeting after 

a six months’ loss of her voice. 

In 1846, she was married to James White 
(she was then about 19 years old) and between 
the years of 1847 and 1860 gave birth to four 
sons, two of whom died in infancy or childhood. 
She and her husband had no permanent home 
before 1860, going from church to church, 
being supported by donations and seasonal 
work. Pregnancy did not seem to deter her 
from her appointed duty. The children were 
left to the care of church members. She felt 
that being separated from her children was a 
sacrifice God demanded. On some occasions 
when one of them was ill, she felt God was 


punishing her for her pleasure in her children. | 


As she recounts their struggles,. Divine guid- 
ance sustained them and/or afflicted them for 
their own good. They were poor; members con- 
stantly required admonition for “backslidirig”’; 
the Devil was ever ready to stir up trouble; 
their publishing ventures faced a series of 
crises. When Mr. White was ill with cholera, 
her prayers were heard and he recovered; 
therefore she packed him off to speak at a meet- 
ing. That the “cramps” returned did not de- 
tract from the miracle. Both were afflicted 
with illness. Mr. White had “heart trouble” 
and bronchitis among other illnesses, and there 
were times when he was so weak that he could 
speak only for 40 minutes. Mrs. White had 
fainting spells; circa 1853 it is said that a 
doctor diagnosed a swelling on her eyelid as 
cancer, but afterwards he announced that 
“heart trouble” would cause her death before 
the cancer could prove fatal. At the same time, 
the left side of her body was cold and numb. 
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Some years later, she had a complete hemi- 
paresis. On each occasion, when her life 
was despaired of, she was suddenly healed 
through prayer. Mr. White died circa 1880. 
Mrs. White seemed to enjoy better health 
during the last half of her life. She travelled 
over the world, wrote voluminously and gave 
away everything she had. She did own a house 
in California during her old age and is quoted 
as being grateful for such material comfort. 
For the first 20 years or so of her ministry, 
Mrs. White was subject to “visions” and 
trances. Urian Smith, a defender of the divine 
origin of these “‘visions” wrote: “no disease 
would take effect by repeatedly suspending 
the functions of the lungs, muscles and every 
bodily sense from 15 to minutes... .” 
While receiving a “vision” she was “in 
obedience to that alone, the eyes wauld see, the 
lips speak and the limbs move/...” Mrs. 
White was a true prophet because the “fruits” 
of her revelations are 1) they tend to the purest 
morality; 2) they lead us to Christ; 3) they lead 
us to the Bible; 4) they have brought comfort 
and consolation to many hearts. 
The following is given as an example of one 


_ of Mrs. White’s visions as she describes it: 


“The Lord gave me the following view in 1847, 
while the brethren were assembled on the 
Sabbath, at Topsham, Maine. We felt an un- 
usual spirit of prayer. And as we prayed, the 
Holy Ghost fell upon us. We were very happy. 


Soon I was lost to earthly things and was 


wrapped in a vision of God’s glory. I saw an 
angel flying swiftly to me. He quickly carried 
me from the earth to the Holy City... (the 
angel took her to view the heavenly sanctuary, 
lifting veil after veil as she progressed). I saw 
that the holy Sabbath is... the separating 
wall between the true Israel... and unbeliev- 
ers... the Sabbath isa great question to unite 
the hearts of God’s dear, waiting saints.... 
In the time of trouble we all fled from the cities 
and villages, but were pursued by the wicked. 


... Dark heavy clouds came up and clashed. 


... But there was one clear place of settled 
glory, whence came the voice of God like many 
waters. ...” Or, in December, 1848: “. . . The 
Lord gave me a view of the shaking of the 
powers of the heavens....The powers of 
heaven are the sun, moon and stars. They rule 


im the heavens. The powers of heaven will be 


shaken at the voice of God . . . the atmosphere 
parted ... then we could look up through: the 
open space in Orion, whence came the voice of 
God . . . the holy city will come down through 
that open space .... War, and rumors of war, 
sword, famine and pestilence are the first to 
shake the powers of earth. ...I saw tha: the 
shaking of the powers in Europe is not . . . the 
shaking of the powers of heaven, but it i: the 
shaking of angry nations... .” 

Obviously her influence is not due to intel- 

-lectual appeal. The content of these visions is 
essentially a jumbled outpouring of Biblical 
phrases, as such phrases were manipulated to 
support doctrine in the endless sermons and 
prayer meetings of the period. However, once 
the premise of her divine inspiration is ac- 
cepted, this mere repetition and popularizing 
of doctrinal cliches can make them sound fear- 
ful and authoritative. Perhaps the almost 
nonsensical confusion increases the effect o/ the 
supernatural. 

Once her visions covered the distinctive 
doctrines, I believe they became more utilita- 
rian. In the congregation she might note a Mr. 
A, for example, who was well dressed but who 
was sitting back waiting for the Lord to provide 
while his child went in rags; God revealed to 
her that He wanted Mr. A to go to work. By 
about 1900, she no longer went through the 
rigamarole of special revelation and exerted 
influence by the usual kind of practical vision 
—something like urging that the next step was 
to open a new school or mission station. My 
impression is that her relation to the congrega- 
tion was something like that of an anxious, 
possessive, nagging mother; and it would seem 
that her persistence and insistence sometimes 
did get the faithful to sort of lift themselves by 
their own boot straps. Circa 1879 Mrs. White 
reports that one of the brethren suggested to 
her that it was time “to take a broader view’, 
inferring that she was enclosing the work of the 
church in her arms. During her final illness, 
she is said to have fondled her books “‘like an 
affectionate mother’; one of her last pro- 
nouncements concerned her books: “‘they are 
truth and they are righteousness and they are 
an everlasting testimony that God is true.” 
As late as 1914, she heard voices at night, but 
these voices just repeated “‘Advance’’. 

Included in the Seventh-day Adventists’ 
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culiar beliefs is the doctrine of Health Re- 
1, theoretically established to keep the 
y a worthy “temple for the Holy Spirit”. 
‘er wrote a week before the 1844 advent 
t.: “Let us imitate Daniel, who would not 
2 himself with the king’s meat. Let us ab- 
.. from every article of food which was un- 
de: to the Jews, for the Lord had a reason 
fis laws. Eating swine’s flesh is mentioned 
ass mething abominable in each of the last two 
cha; ters of Isaiah .... We can lay down no 
tule for others, but hope our readers will all 
keep the body under, as Paul did.” So the 
foo’'s which were unclean to the Jews were 
roscribed. I am not sure how Exodus 23:19 
—‘Thou shalt not seethe a kid in his mother’s 
milk”—got omitted from the proscription. 
Then vegetarianism was strongly advised, al- 
though never made a doctrinal “must”, on the 
basis that God gave Adam to eat of the fruits, 
grains, etc., and only allowed man to eat after 
the flood when it was expedient and because 
God intended to shorten man’s life span—and 
even though its time on earth is to be brief the 
latter is an important point. Other “notions” 
about food fads were picked up from contem- 
poraries. The Graham bread, whole grain cereal 
eal. were really quite an innovation; however, 
the doubts about using milk and eggs on the 
theory that these were, or soon would be, dis- 
eased left the faithful to this teaching, getting 
protein from beans and peanuts—healthwise a 
dubious practice. Stjmulants, intoxicants, 
narcotics and condiments were proscribed; as 
applied to alcohol and tobacco, it is a doc- 
trinal “must”, while the use of coffee, tea, 
spices, etc., is merely advised against. As to 
clothing: generally clothing is to cover and con- 
ceal, not to reveal or adorn; and it must not 
interfere with nature—hence no jewelry (in- 
cluding wedding rings), no.tight corsets, low 
necks, short skirts, feathers, or artificial 
flowers. In order to preserve the spirit from de- 
filement, dancing, theater, moving pictures, etc. 
are strictly forbidden. Reading novels is seri- 
ously frowned upon. More or less, reading 
should be confined to the Bible and denomina- 
tional publications, along with special books 
sanctioned officially. 
Health has always received much attention 
in Seventh-day Adventist thinking, as in 
Christian Science. Mrs. White’s early triumphs 
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were getting the sick to “‘take up their beds and 
walk”, but from about 1870 her emphasis 
shifted to health reform in general which was a 
preventive program of sorts. At least it seemed 
an advance over the early acceptance of illness 
as supernaturally imposed and/or miracu- 
lously removed. As noted she was continually 
rising above illness to do her duty, and the 
same fortitude was expected of church mem- 
bers. On the other hand, there is the impression 
that illness and real and neurotic illness were 
not differentiated, was the one non-guilt pro- 
ducing reason for resting from duty. Also, 


illness seemed the one “bodily” manifestation 


which might sometimes be pampered—leading. 
to an hypochondriacal outlook. 


After the church was more firmly organized, 
it established sanitariums which specialized in 
hydrotherapy. It might be noted that the 
sanitariums give excellent hydrotherapy 
“treatments”, one of the church’s few useful 
“good-doing” activities. Drug therapy was dis- 
couraged, but the “body” could be massaged, 
douched, fomented, its colon could be irrigated 
and so on, thus washing away sin like baptismal 
immersion of the Baptists. These treatments 
often attracted a clientele of wealthy neurotics, 
and the sanitariums sometimes proved profit- 
able. Medical work, being one of the least 
peculiar practices, was used as an “opening 
wedge”’ for proselytizing. The ambitious young 
people born into the religion gravitated toward 
medical work because it offered a bridge from 
mysticism to science, as well as the most lu- 
crative vocation for a Sabbath keeper. 

Among the Seventh-day Adventists today 
education in general is cogsidered important, 
and it is almost taken for granted that its 
youth will go to college, but to a Seventh-day 
Adventist college of course. 

Although its educational curricula have been 
“wanting” astostudy of theclassics, philosophy 
and so on, and its teachings on history, for 
example, may carry a denominational bias, its 
schools include work programs because of be- 
lief in the character building aspects of commu- 
nal work and partly because of financial 
necessity—i.e., the institutions are largely 
maintained by this kind of work, and students 
often have to “work their way through school”. 
Regardless of its incentives, the schools do have 
the kind of program which offers very practical 
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experience. Both educational institutions and 
sanitariums have become centers for denomi- 
national Communities, where routine can be 
adjusted to fit the peculiar habits, where life 
is isolated but pleasant and unified. Of course, 
the greatly improved methods of travel and 
communication have to some extent broken 
down this isolation. 
DISCUSSION 


From its beginning, church members have 
tended to cohere, adding doctrinal accretions 
which increase its separateness, regarding the 
rest of the world as ‘outsiders’. A believer’s 
primary contact with the “outside” is to con- 
vert it to the “truth”, and the “truth” teaches 
that-very soon all the non-converted “‘outside”’ 
will unite to persecute the faithful. Of course, 
the faithful believe the “‘outside”’ is trying to 
tempt them into wickedness; therefore believers 
must be vigilant to keep out of temptation’s 
way. And, as all Christians should, believers 
“love” their neighbors and in reality will do 
anythying needed to “help”. As a whole, the 
Seventh-day Adventists relate themselves to 
the “‘outside”’ as honest, industrious, conform- 


_ ing individuals. For a group who tend to regard 


themselves as martyrs, both in the present and 
in’ the future, they seem particularly adept in 
avoiding the kind of situations which might 
literally set them apart as “martyrs”. For 
an example: The church is against “bearing 
arms”, but its draftees avoid becoming defiant 
kinds of conscientious objectors. While praying 
that their boys will be miraculously spared 
persecution for their beliefs, they organize and 
train potential draftees in first aid and send 
them into service witha statement of their 
religious scruples and a request for assignment 
to a medical corp. This is readily allowed and 
also takes care of the Sabbath problem. During 
the last war, the church missionaries accepted 
the assistance of the “powers that be” in get- 
ting out of dangerous areas; and at present all 
of its missionaries have been removed from 
China. 

With this suspicion of the “outside” which 
may in part have begun in the geographical 
isolation of the early members where the “out- 
side” was suspect as being essentially unknown, 
church members are theoretically restricted, 
from releasing aggression towards the “out- 


side” except as aggression is implied in trying 
to “convince them of the truth’. Aggression 
is internalized; the doctrinal beliefs énforce 
self-denial; but as Randall observes about the 
early Calvinists: ‘Discipline tended to le-pse 
from a self-imposed concentration to a prying 
interference with others” (6, p. 159). Under me 
guise of being a brother’s keeper, assisting the 
weak, warning about potential temptatio. ¢ 
al., members of Seventh-day Adventist anc all 
such sects spy, gossip, and generally tend to be 
do-good busy-bodies in their relations » ith 
fellow members. An example of this “spying” 
attitude might be cited: circa 1865 a Mr. 
Brinkerhoff became disturbed by secing 
“fashionable hats, bonnets and rtificials” 
worn at a meeting, and he saw this as evidence 
of apostasy in the church. When he was told 
that “outsiders” not members had been so 
adorned, his criticisms ceased. 

From a group of individualists, the denomi- 
nation has become highly structured with 
considerable power being given to its General 
Conference. Apparently the early organization 
was on occasion resented. As an extreme in- 
stance, a “brother” B. F. Shook criticized the 
General Conference; he begins his apology— 
“Brother White: permit me an unworthy worm 
of the dust to address the brethren and sisters 
as follows: I wish to relieve my mind before you 
and God, by confessing that I now feel that I 
have been led by the Wicked One in my move- 
ments of late... especially in my opposition 
to the Body . . . I thought I was hampered and 
chained and longed for a freedom that I now 
see would result in anarchy. I felt the General 
Conference Committee was domineering... 
becoming a tribune Papacy .. . now I believe 
God is in our present system ... my heart’s 
desire is to conform to it . . . and to live in sub- 
jection to God and to my brethren.” 

The General Conference controls local 
groups by sending study guides for all ages and 
all occasions; its periodicals are censored to keep 


' the content in line with the church bias, and to 


keep out such facts as would be unsafe for inno- 
cent believers to read. It ‘‘sells” the mission 
work in every possible way and pressures to 
keep up contributions. It gives out considerable 
moral exhortation, but the church does not 
seem to have effected any rule-making moral 
proscriptive power since the time of Mrs. 
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White’s influence. Since its peculiar doctrines 
more or less solidified in the 19th century, it 
tends to hold to antiquated absolutes while it 
happily adapts itself to all the more modern 
innovations. As a trivial example, the early 


injunction against movies is still enforced 


while radio and T.V. are accepted. Naturally 
this adherence to a “truth” applicable to a 
former period makes endless inconsistencies. 
An obscure minister stating he wanted Sunday 
law enforcement can stir up considerable anx- 
iety when it is quoted as evidence of a “sign” 
of the beginning of “time of trouble”, and it 
may serve as a rallying fear for increased piety, 
mission zeal ef al. since it relates concretely to 
the early fear-inspiring prophecies. A real 
threat to civilization, like Hitlerism for exam- 
ple, tends to find the denominational voice 
inarticulate beyond a trite statement, generally 
on a level with “we said perilous times were 
coming”. In general, the church seems to meet 
real danger with common sense courage while 
the “jot and tittles” and the “gnats in the eye” 
are strained at with avidity. 

In the early period of the church, conversion 
and devotional services seemed to have stimu- 
lated a sort of ‘“‘being-at-oneness”’ ecstasy al- 
though there was never the kind of “Holy 
Roller” acting out. It would seem that this type 
of experience reflected the religious habits of 
the period, in which there was a good deal of 
hysteria, rather than something unique within 
the Seventh-day Adventist group. The old 
jargon and the form of the prayer meeting con- 
tinued for years as a duty, even though much 
of it was stereotyped cant. The cant tended to 
be put in such literal, unimaginative and un- 
inspiring form that there was little for con- 
templation. The strength of the denomination 
seems related in part to its pseudological appeal 
to certain contention-prone individuals, in 
part to its supplying a framework within which 
a person can lose himself in doing good works 
and thereby keep so busy that thinking is 
avoided; then there is the more general sort of 
strength which comes to members of any group 
who cling together for protection against a 
common enemy. 

The mission converts e, it seems to at- 
tract those who have reacheda hopeless kind of 
despair and who want to lose themselves in a 
“cause” which gives purpose ing and 
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promises a future reward. But the same expla- 
nations would fit the acceptors of any religion 
and, for that matter, any converts to existen- 
tialism and communism except that a God 
would not be in command. Individuals seem to 
stay within the church of the Seventh-day 
Adventist for such reasons as: conviction that 
it is logically right and true; to keep the peace 
which comes fkom conforming to parental 
training; or the ity of staying with the 
known, and with the friends who have the same 
background, rather than to revolt and meet the 
potential dangers of the unknown. 

In spite of the fact that it maintains that 
its basic doctrine is unchangeably right, the 
church has given up its peculiar aloofness at 
least in practice, and the members live and 
move comfortably in this world even though 
they abstain from alcohol, tobacco e/ al. Time 
and events have proved the “sure word of 
prophecy” in error quite often; hence there is 
silence on the literal kind of prediction previ- 
ously enjoyed. As an example of its adaptation 
to current interests, the following advertise- 
ment in the “church” page of a local newspaper 
might be noted: “Life can begin at yourage... 
Learn how your life can be made satisfying and 
rewarding despite disappointment or hands 
caps. A free public lecture by Pastor William 
A. Fagal, director-speaker of the Faith for 
Today, coast to coast telecasts... Carnegie 
Hall.” 

Because the writer’s aunt sent her notices, 
she recognized Pastor Fagal as an Adventist 
(apparently there is still fear of the outsider’s 
prejudice to the name Seventh-day Adventist), 
instead of, say, the next “ad” interested in 
“Regenerating powers of a Perfected Person- 
ality on Society and Vice Versa’’. Sincere effort 
is being made to replace former Seventh-day 
Adventist jargon with intelligent thinking. 
The teaching of the terrifyingly near second 
advent seems to be becoming attenuated into 
the kind of attitude commonly accepted: some- 
thing like living each moment prepared for the 
end (whether end of my life, my society or my 
world does not have to be particularized) while 
improving each moment, improving my family, 
my church, etc., as though life will go on for- 
ever. As with most new and “different’’ insti- 
tutions, once the uncertain beginning and the 
period of acute fanaticism are gone through, 
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the institution becomes more moderate, while 
the fanatical “fringes” continue to schism off 
and the “indifferent” drift off in the direction 
opposite to the fanatics. 

_ ‘While this kind of denomination has much 
in common with “ideologies” and by its prac- 
tices makes itself a ‘minority group’”’ cohering 
together with a barrier between it and the 
“outside’’, it does not have to deal with the 


real difficulties facing the “minority” groups 


determined by race and/or color. Joining the 
church is voluntary as is also separating from 
it. Even the youth join only presumably volun- 
tarily on reaching the “age of accountability”’, 
and moral persuasion and dread of “hurting” 
respected authority, while exerting a powerful 
influence, do not constitute coercive force. 


DISCUSSION ON PSYCHOPATHOLOGY OF 
SEVENTH-DAY ADVENTISM 
With all of its peculiarities this denomina- 
tion does not seem to have any unique psycho- 
pathology which sets it apart from -Protestant 
religions or many “isms”. It seems just an- 
other variation on Freud’s generalization that 
religion for the ordinary man is a system of 
doctrine and pledges that explain the riddle of 


’ the world, and assures man that a solicitous 


Providence watches over him as a greatly ex- 
alted father to make up for any shortcomings 
in this life by a future existence. However, 
brief comment might be made on the belief in 
the imminent second coming of Christ and the 
destruction of the world. 

The Bible contains many promises of an Ad- 
vent; the first coming of the Messiah in the Old 
Testament is still the hope of some orthodox 
Jews; and from the time of the apostles on, the 
Christian church has periodically believed in 
a literal second advent. While the more usual 
interpretation tends toward looking fora spirit- 
ual, symbolic return, or an emphasizing of “I 
go to prepare a place for you” among the 
heavenly mansions instead of on the “TI will 


come again’’ (John 14:1, 2), the following is an. 


example of a more literal expectation of return. 
Referring to the Church in the 10th century: 
“The Church itself... appears as the victim 
of the same anarchy in which lay society is 
weltering; all evil appetites range unchecked, 


- and...such clergy as still retain some concern 


for religion and fog the salvation of the souls 


committed to their charge mourn over the uni- 
versal decadence and direct the eyes of the 
faithful towards the spectra of the end of the 
world and of the ‘Last Judgment’ ” (7, p. 418). 
This points up an outlook which is relevan: to 
that of the Seventh-day Adventists, i.e., the 
world is so wicked and hopeless that the «nly 
solution is destruction of everything excep: for 
the special few who escape by meeting th: re- 
quirements of the Last Judgment. Mrs. W nite 
reports a conversation she had with a Me ho- 
dist minister circa 1845. The minister a:ked 
the pertinent question as to why she chos: to 
believe in the speedy second coming of C’ rist 
to destroy poor sinners instead of choosinz to 
live a long and useful life. Her answer was ‘hat 
she longed for the coming of Jesus and “no 
devil would tempt her”, thereby convenie tly 
evading the implications of the question. Ap- 
parently there always is a sort of rightcous 
vindictiveness in the ascetic, altruistic defen- 
sive mechanism against aggression as devel- 
oped according to Christian ideals, although 
the church has not always been content to put 
this righteous retribution in the hands of God. 

According to Russell, the Stoics believed that 
originally there was fire; then the other ele- 
ments—air, water and earth—emerged; then, 
sooner or later, there would be a cosmic confla- 
gration when all would again become fire; and 
for them, this was to be a recurring phenome- 
non (7, p. 277). Periodically a newspaper 
will talk about the possibility of the world’s 
ending when the sun burns out ora comet 
collides with the earth; “cranks” not particu- 
larly integrated with religion also come out 
with notions about impending doom. Then 
serious astronomers suggest that current dis- 
coveries indicate that the earth evolved from 
fiery gases and will eventually return to the 
same condition. Involved in man’s questions 
about the reasons for existence (a silly example, 
“T couldn’t understand why God had made the 
world at all” remarks a self-retired clergyman 
in Evelyn Waugh’s “Decline and Fall”’) is this 
groping for surety about beginnings and end- 
ings; living things are born and die, and most 
men at some time feel uncertain about the 
surety of their own existence and possibly try 
to project this uncertainty onto the whole 
world. 

In psychotherapy certain “neurotics” who 
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have an uncertain status, while being poten- 
tially aggressive, are not overtly so, being pre- 
occupied with fear of the “end”. This may 
emerge in terms of the end of the world, but 
seen's to refer primarily to the fear of and/or 
desi:e for their own dissolution. And, of course, 
endings and beginnings, and/or inability to 
begin and end anything from a simple concrete 
task to character patterns, are particular 
probiems to some “neurotics”. Not infre- 
quently impulsive destructive fantasies become 
related to struggles: over these endings and 
beginnings. For a very simple example: a seven- 
year-old boy in play therapy shows the kind 
of anxiety which keeps him trying to exact 
promises for the future with a resulting failure 
todo much with what is immediately available. 
His usual gambit is, “this is only for me, 
right?” He left his last foster home because of 
wetting, soiling and firesetting, among other 
things. On his rare visits to his mother, he has 
apparently been urged to pray that God will 
make him good and clean and warned that God 
will punish. He has talked during play sessions 
occasionally about how God could kill every- 
body, fantasied that God killed everybody but 
“us”—but then God goes on to kill “us” also. 
At times he tries to defy the natural state of 
affairs by such play as squirting water all over 
the windows on a sunny day; then he wants an 
absolute confirmation that “‘it is raining’ not 
that “it looks like it is raining”. When he plays, 
he tends to become vety destructive. He has 
shown some improvement and in therapy has 
been playing with water. Recently, influenced 
by the Hallowe’en motif, he fantasied he was 
a cat and the therapist was a pumpkin; he 
would craw! inside the pumpkin and pull the 
lid down, but the candle would not burn him 
because he was magic. He fantasied this retreat 
into the womb while he used candy “corn’’ to 
give him ferocious teeth with which he played 
at biting. Later he blew up a balloon (previous 
use of balloons had been for grandiose anal 
fantasies) and tossed it up, saying it was magic 
and would never break; it was a weather bal- 
loon. He announced “Bad news!—end of the 
world!”; the balloon saw lightning which 
would destroy the world. But the balloon 
which he directed took “another look around” 
and gave a tempered prediction that just the 
jungles and the animals were to be destroyed. 


Then he exploded a couple of balloons by 
forcing water into them; rescued the third one 
from the “machine’’; blew it up with air; tied 
it to the other one, and announced they were 
friends. This pair “‘reported”, “(Good news!— 
no destruction!”’ 

It might be noted that Freud too, in his 
later years, sometimes sounded like a pessimist: 
“T can listen without taking umbrage to those 
critics who aver that when one surveys the aims 
of civilization and the means it employs, one 
is bound to conclude that the whole thing is not 
worth the effort. ... My courage fails me... 
at the thought of rising up as a prophet before 
my fellowmen...I have no consolation to 
offer them .. . men have brought their powers 
of subduing the forces of nature to such a pitch 
that by using them they could now very easily 
exterminate one another to the last man. They 
know this—hence arises a great part of their 
current unrest, their dejection, their mood of 
apprehension.” (2, p. 142, 144). Or, “... The 
pleasure principle . . . is in conflict with the 
whole world ... it simply cannot be put into 
execution . . . the possibilities of happiness are 
. .. limited from the start by our constitu- 
tion. It is much less difficult to be un- 
happy. Suffering comes from our~own body 
which is destined to decay ... from the outer 
world which can rage against us with the most 
powerful and pitiless forces of destruction; 
and finally from our relations with other men” 
(2, p. 126). “Against the dreaded outer world - 
one can defend oneself only by turning away 
in some other direction.” (2, p: 28). 

While not trying to “hold a brief” for relig- 
ion, it does seem that some religions do come 
nearer to giving reasons for existence and do 
offer more effective controls for man’s aggres- 
sion than do most systems of beliefs. Also, it 
seems that some people, perhaps the emo- 
tionally immature, require something more 
concrete, which elaborates rewards and punish- 
ments, than the more rational and generalized 
ideologies offer (such as the democratic ideal or 
liberalism, for example). Also as William James 
notes (3), even the religions of “healthy-mind- 
edness” satisfy only certain types of optimists; 
the religions of despair with their quota of fear 
and punishment seem to have a stronger and 


deeper meaning for most people. 
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CONVULSIONS IN MULTIPLE SCLEROSIS 


SHAUL FELDMAN, M.D. 


Focal or generalized epilepsy is a fairly rare 
symptom in multiple sclerosis (5S, 13). Of more 
than eighty multiple sclerosis patients observed 
during the last fifteen years in our department, 
this complication has only been observed in 
three cases. These three patients are being re- 
ported because of the rarity.of this manifesta- 
tion and the unusual course and the clinical 
problems involved in their management. 


PRESENTATION OF CASES 


Case 1: B. Z., male, aged 16 years, was seen for the 
first time in our out-patient clinic in December, 1949, 
because of difficulty in walking during the previous 
two years and the recent appearance of tremor of his 
arms. A few months before examination he had ex- 
perienced a transitory blurring of vision in his left eye. 
His family and personal history were non-contributory. 
On examination, his gate was ataxic and bilateral 
pyramidal signs were found. There was an intentional 
tremor in his left arm, and instability during the 
Romberg test. No sensory disturbances were noted. 
There was some pallor of the left optic disc, and the 
diagnosis of multiple sclerosis was made. During the 
next few months his condition deteriorated. In August, 
1950, he had to stop his work, and a month later-he 
suffered from a number of generalized epileptic at- 
tacks with loss of consciousness. Therefore he was ad- 

to our department for examination in Septem- 
ber, 1950. A left hemiparesis and marked ataxia in 
arms and legs in addition to the previous signs were 
found. The sense of vibration was diminished in the 
lower part of the body, and there was a marked pallor 
of the optic discs. The x-ray of the skull was normal. 
The electroencephalogram revealed a _ generalized 


dysrh 

wave formations (fig. la, b). The cerebrospinal fluid 
was under normal pressure but contained 100 mg. % 
protein with positive (++) Pandy and Nonne tests. 
In order to exclude the existence of a space-occupying 
lesion a pneumoencephalogram was performed, but the 
only pathological finding was a dilatation of the third 
ventricle (fig. 2). A number of generalized convulsions 
were observed while he was in the department, and it 
was concluded that the epileptic attacks were a mani- 
festation of multiple sclerosis. The patient was dis- 
charged and put on anti-convulsive therapy. 

During the next months there was further deterio- 
tation in his condition. In April, 1951, there was a 
spastic paresis of his limbs with loss of the sense of 
position in his toes, astereognosis in both hands, 
dysarthric speech, horizontal and vertical nystagmus, 
and left peripheral facial paresis. Because of the ad- 
vancing disability he was admitted to a chronic sick 
home. There he had a number of epileptic attacks; 


and twenty-four hours ious to readmission to our 
department in April, 1952, he went into a status 
epilepticus which lasted one hour. After this he lapsed 
into coma, and when brought to our department he 
was semicomatose. He returned to a state of con- 


_ sciousness, but died a few days later. No permission 


for autopsy could be obtained. 


Case 2: M. O., female, aged 38, was admitted to our 
department for the first time in June, 1953, because of 
convulsive seizures. Her family and personal 
were non-contributory. In 1949, she had been hospi- 
talized in a University Hospital abroad because of an 
acute onset of dizziness, disturbed equilibrium, and 
vomiting, which had been aggravated by the change 
in head position. The examination then revealed a very 
ataxic gate, nystagmus, absent abdominal reflexes and 
left temporal pallor of the optic disc. All the labora- 
tory examinations were negative. The acute disturb- 
ances disappeared after three weeks, and a tentative 
diagnosis of multiple sclerosis was. made at the time 
of her discharge from that hospital. In 1950 a neurolo- 
gist found ataxia of arms and legs, intentional tremor 
of the right arm, and bilateral pyramidal signs. Falling 
to the right was noted during the Romberg test. Since 
that time personality changes have been noted, and 
the patient became moody and irritable. Three weeks 
before admission to our department, in June, 1953, she 
suffered from an attack of loss of consciousness with 
convulsions and loss of urine. On admission, the pa- 
tient was hypomanic and full cooperation could not be 
obtained. On examination, horizontal nystagmus, vivid 
reflexes, especially on the left side, a possible weakness 
of the right arm and a definite weakness of the right 
leg, absent abdominal reflexes and slight adiodochoki- 
nesis in the left arm were found. The eye ground re- 
vealed bitemporal discoloration of thé optic discs. 
Because of lack of cooperation no eye field examina- 
tion could be performed. The x-ray of the skull was 
normal, but the electroencephalogram revealed a 
dysrhythmic and generalized convulsive record. The 
cerebrospinal fluid as well as the blood and urine was 
normal. In April, 1954, she was admitted for the 
second time. The previous day her temperature had 
been 102.02°F., and she had a series of Jacksonian 
epileptic attacks. She lost consciousness, turned her 
head to the right and there were clonic movements in 
her right arm. These attacks, which lasted a few 
minutes, recurred a number of times, and she finally 
went into a status epilepticus. When admitted she was 
confused and incontinent, and there was, in addition 
to the previous signs, a marked right hemiparesis with 
right facial weakness and positive Babinski and Op- 
penheim signs on the right side. In a few days her 
confusion subsided, and the strongly euphoric and 
manic behavior of the patient became evident. The 
right hemiparesis regressed somewhat, but the py- 
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clear fluid under pressure of 160 mm. of water, which 
was normal in content. Two electroencephalographic 
records showed a severe generalized disturbance with 
focal accentuation in the left temporal region (fig. 3a). 
In order to rule out the presence of a space occupying 
lesion in addition to the underlying disease, a left 
carotid arteriography was performed, which was 
normal. A pneumoencephalography revealed marked 
widening of the sulci above the right hemisphere and 
dilatation of the lateral ventricles which was more 
marked on the left, indicating a generalized atrophy 
of brain substance. There was no deviation of the 
ventricular system (fig. 4). Seven weeks later, in June, 


1954, she was admitted for the third time. As reported 
by her husband, she had complained of headaches for 
the last few weeks. She had stayed in bed during the 
’ previous week, and her husband noted that she had 
weakness of her Jef leg, with weakness of her /eft arm 
appearing later. Five days before admission, she be 
came somnolent, confused and incontinent, and during 
the last twenty-four hours she was unconscious. When 
admitted she was in deep coma and there was no neck 
rigidity. The pupils were equal, reacted to light and 
the optic discs were as on the previous examination. 
Her blood pressure was 130/70, and pulse 10( per 
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minute. The electroencephalogram showed a severe 

generalized disturbance as observed in coma, with t 
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flattcning of the potentials in the right hemisphere 
(fg. 3b). A lumbar puncture revealed clear fluid under 
a prssure of 320 mm. of water, which was of normal 
cont-nt. Becamse of the sudden appearance of the left 
hem paresis and the state of coma, a ventriculogram 
was (ecided upon, and the patient was transferred to 
the There, occipital burr 
hole: were made, and af the opening of the dura, a 
was found on the right 
side. This was evacuated with the aid of normal saline 
was! ngs. At the end of the operation the patient re- 
cove cd consciousness. The next day her condition 
was .atisfactory and the cerebrospinal fluid pressure 
was “45 mm. of water. the sant fon’ 
left :emiparesis receded, and this improvement con- 
tinue until her discharge three weeks after the opera- 
tion. At that time bilateral pyramidal signs existed 
and thé electroencephalogram showed a severe gen- 
eralized disturbance with an accentuation in the right 
temporal region. The euphoria and behavior disturb- 
ances were unchanged. In the last two years her con- 
dition has deteriorated further, and the right hemi- 
paresis has progressed. At present she is negativistic 
and very emotionally unstable with both depressions 


Case 3: M. B., male, an engineer, aged 39, was ad- 
mitted to our department for the first time in 1952 
because of difficulty in walking. His previous history 
was non-contributory. In 1950 he suffered from vertigo 
and vomiting for two weeks. At that time nystagmus 
was also found. Six months prior to admission he had 
diplopia for one week. On examination, horizontal 
nystagmus, a slight left hemiparesis with. hyperre- 
flexia, and a questionable Babinski on that side were 
found. The x-ray of the skull and the electroencephalo- 
gram were normal. The diagnosis of multiple sclerosis 
was made, and it was decided to administer cortisone. 
The treatment had to be stopped, however, after a few 
days because of a common cold with temperature. 
After he left the ital his condition improved some- 
what, and he continued his work. When readmitted, 
in 1954, there were pyramidal signs in the left leg as 
well as ataxia of the left leg and the right arm. He re- 
ceived ACTH for ten days, but the treatment had to 
be stopped because of a rise in blood pressure. His 
condition improved after he left the hospital, but in 
1955 he complained of difficulty in writing and walk- 
ing, and a paresis of his left leg was noted in addition 
to the previous signs. He received ACTH therapy, 
with the initial dose of 40 mg. daily, for three weeks, 
and some diminution in the ataxia was noted. Six 
months before his fourth hospitalization in 1956, he 
was admitted to another hospital because of a sudden 
deterioration in his condition associated with a high 
temperature due to cholecystitis. He was completely 
paralyzed in both legs and had urinary retention and 
bulbar signs. The acute signs improved after three 
regressed, but he could not re- 

to ‘ 


urinary difficulties. There were also changes in his 
personality. Another trial with ACTH, 40 mg. 

was then undertaken. On the fourth day after the 
initiation of this therapy, however, he had a Jack- 
sonian seizure which involved his left arm and the left 
half of his face. At that time he could not speak, but 


mately two minutes each, and which were accompanied 
by transitory aphasia. A fourth attack occurred two 
days later. An electroencephalogram performed on 
that day was normal. The ACTH therapy was termi- 
nated by lowering the dose gradually, and he was 
given Idantoin 0.1, three times daily, and luminal 0.1, 
once daily, for ten days. During the following weeks 
of his hospitalization there were no further attacks. 


COMMENT 


The occurrence of epileptic attacks in pa- 
tients suspected of, or suffering from, multiple 
sclerosis raises important diagnostic problems. 
The determination of the nature of the con- 
vulsions may be difficult because they may be 
the presenting symptoms of multiple sclerosis 
a number of years before any other neurological 
disturbances occur, or are concomitant with 
them (13). During the clinical course, in addi- 
tion to convulsions, signs may appear which 
are indistinguishable from those seen in brain 
tumors. As these may be accompanied by focal 
electroencephalographic disturbances (5, 21), 
temporary increased intracranial pressure and 
ventricular displacement (10), pneumoen- 
cephalography, arteriography and even ven- 
triculography may become necessary. This is 


apparently did not lose consciousness. The next day 
he had two similar attacks which lasted approxi- 

condition was noted when he was examined in our 

department. His speech was dysarthric, there was a 

severe paraparesis with bilateral pyramidal signs, 

ataxia of his legs and arms, horizontal nystagmus and 


particularly justified where the diagnosis of 
multiple sclerosis is doubtful, and because of 
the possible association of multiple sclerosis 
and primary or secondary brain tumors (23). 
The decision to carry out such examinations in 
these patients is not easy as they may cause a 
definite deterioration in the clinical course 
(21) and thus change the immediate prognosis. 
It seems advisable, therefore, to have if pos- 
sible an adequate period of observation before 
these special investigations are undertaken. 
The events during the last hospitalization of 


our second patient are, on the other hand, a 
good example of the necessity of performing 
special studies in patients who are known to 
suffer from multiple sclerosis and in whom a 
sudden deterioration occurs leading to coma. 
Though clouding of consciousness progressing 
to stupor, coma and death have been described 
in the course of multiple sclerosis (17), it was 
considered that the present case required 
urgent ventriculography. In fact the active ap- 
proach and the emergency neurosurgical inter- 
vention in this patient proved to be life saving. 
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The finding of subdural hematoma could have 
t some doubts as to the authenticity of the 
original diagnosis of multiple sclerosis at the 
first moment. If the acute and transitory epi- 
sode five years previously is recalled, however, 
anc the signs and progress of her illness noted, 
_ there is no doubt that this patient suffers from 
jultiple sclerosis, and the right Jacksonian 
fits were only one of its manifestations. In fact 
the clinical course would indicate that the sub-. 
dural hematoma existed for a few months at 
st. The left hemiparesis and the confusion 
eading to coma developed only a week before 
the operation and regressed immediately fol- 
lowing the evacuation of the right subdural 
hematoma, leaving the original neurological 
syndrome. 
occurrence of subdural hematoma in 
multiple sclerosis seems to be very rare since Fic. 4 . 
no mention of it was found in a number of text- :. — 
books and monographs on multiple sclerosis. may be the terminal episode of the disease 
As there is no history of head trauma, this case (12, 13) as happened in our first case. There is 
belongs to the group of spontaneous non- po correlation between the age and the onset of 
traumatic subdural hematoma, in which the the seizures, but from the literature it seems 
etiologic factors can only rarely be proved (16). that our first case is one of the youngest re- 
Epileptic attacks in multiple sclerosis are ported (8). 
tare. The literature has been shortly reviewed The incidence of electroencephalographic 
by Miiller (13) in 1949, and by Fuglsang- abnormalities varies in different series of 
Frederiksen and Thygesen (5) in 1952. Of the multiple sclerosis patients (4) reaching up to 
twenty-eight cases mentioned by Miiller, 30%. This dysrhythmia was diffuse in most 
nineteen had major attacks, and eight had cases but showed a focal preponderance in a 
Jacksonign Seizures. Of the eight cases recorded considerable number of patients. There are 
by Fuglsang-Frederiksen and Thy gesen, three very few reports concerned with electro- 
exhibited! only simple Ssyncopes or “faints”, on€ encephalographic studies in patients suffering 
had petit mal attacks which later developed from multiple sclerosis and convulsions. Six 
into generalized convulsions, two had seizures™ out of the eight patients of Fuglsang-Frederik- 
of urination with complete evacuation of blad- sen and Thygesen (5) had dysrhythmic records 
der without other symptoms, two had focal which were severe in three. Two of these pa- 


motor seizures, and only one had generalized tients were psychotic. Williams et a/. (21), who 
seizures with focal onset which seemed to be reported four cases of convulsions in multiple 


ca approaching status epilepticus. sclerosis, found abnormal records in three with 
ing _ Among the cases reported in the literature, slow activity of focal origin. It should be 

to focal motor seizures have been observed more emphasized, however, that these records were 
va. fy tten than generalized seizures. The occurrence not similar to those observed in idiopathic 
sae of both on different occasions in the same pa- convulsive disorders. In the case reported by 


tient, however, has been described ina number Kass (9), who observed grand mal convulsive 
ned of cases. Usually a paresis appears following seizures as the initial symptom of multiple 
wes the focal motor seizures, as observed in our sclerosis, the electroencephalogram was inter- 
red second case. preted as an abnormal, markedly dysrhythmic 
ap- Status epilepticus has been reported in very record compatible with grand mal epilepsy. 
‘er few cases (5); two of our patients, however, The record of the patient reported by Hamlin 
ng. suffered from this complication. This event (8), who had most of his seizures focal with loss 
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of consciousness and perhaps one or two of the 
grand mal type, was mildly and diffusely ab- 
normal. The halographic finding 
reported by Lindstrom (10) in a multiple 
sclerosis patient, who had a history of some 
epileptiform attacks but no grand mal seizures 
with predominantly left-sided disturbances, 
was that of a pronounced slow wave focus in 
the right fronto-parietal area. The pneumo- 
encephalogram showed a displacement of the 
lateral and third ventricles to the left. After 
three months, when the acute symptoms had 
subsided, both the ventricular distortion and 
the electroencephalographic focus disappeared. 
There is little in the literature on air studies 
in multiple sclerosis (10). The cases reported 
have either a normal picture or 
ventri dilatation and air pockets in dif- 
ferent regions, which are evidence of cortical 
atrophy. In the féw multiple sclerosis patients 
with convulsions where a pneumoencephalo- 
gram was performed, it was found that it was 
either normal (5, 21) or showed diffuse cerebral 
atrophy (5, 21) with enlargment of the ven- 
tricular system (21). The findings of dilatation 
of the third ventricle with evidence of internal 
hydrocephalus (8) and of ventricular displace- 
ment (10) have also been reported. 
The etiology and the origin of the epileptic 
seizures with concomitant electroencephalo- 
graphic changes in multiple sclerosis patients 
should be sought in the localization of the 
sclerotic plaques in the different regions of the 
brain. Though in the cerebrum they are found 
predominantly in the white central matter, 
they may also be located in the grey matter of 
the cortex as well as in the basal ganglia and 
the periventricular regions (23). There is clini- 
cal and experimental evidence that lesions of 
the diencephalon in the neighborhood of the 
third ventricle will produce electroencephalo- 
graphic bilaterally synchronous slow abnormal- 
ities with spikes (14). A plaque near the third 
ventricle adjacent to the diencephalic centers 
regulating the electrical brain activity could 
therefore be responsible for the occurrence of 
generalized epileptic attacks with the typical 
spike and wave formation in the electroen- 
cephalogram, as observed in _ idiopathic 
epilepsy (14). This was probably the patho- 
logical basis in our first patient who had 
generalized convulsions. The slight dilatation 


of the third ventricle would hint toward; a 
pathology in that region. New lesions or gli» tic 
scars located in the cortex or the subcortical 
areas, on the other hand, can produce ,en- 
eralized convulsions or focal attacks as :ny 
other cortical or subcortical lesion may do. “he 
diffuse cortical atrophy and the focal elec ro- 
encephalographic findings in our second »a- 
tient, who had right Jacksonian fits, prob: bly 
point towards this mechanism. The elec ro- 
encephalographic record during the t ird 
hospitalization of this patient was tha: of 
coma, and the diminution of electrical po en- 
tials observed in the right hemisphere vas 
compatible with that observed on the side fa 
subdural hematoma (18). The electroenceph 1lo- 
graphic findings were thus in accordance \ ith 
the clinical manifestations in these patic ts. 
In our third patient the presence of a coriical 
or a subcortical plaque might be suspected 
despite the normal electroencephalogram, «s it 
is known that even during short focal seizures 
the record may be normal unless the electrode 
placement is exactly over the discharging 
cortex (18). 

Patients suffering from convulsions and 
multiple sclerosis should be given anti-con- 
vulsive drugs in addition to other treatments. 
In spite of the anti-convulsive therapy given to 
our first patient, the epileptic attacks con- 
tinued, leading finally to status epilepticus and 
death. This could be attributed to the ex- 
tensive involvement of the central nervous 
system and the rapid progressive course of the 
disease (5). On the other hand, the anti-con- 
vulsive treatment given to our second patient, 
where the progress of the disease was rather 
slow, controlled the seizures quite satis 
factorily. 

The occurrence of Jacksonian seizures for 
the first time in our third patient, a few days 
after the initiation of ACTH therapy, merits 
special consideration. 

ACTH and cortisone are used in the treat- 


ment of multiple sclerosis patients, and a 


beneficial effect has been reported, particularly 
in cases with recent relapses (1, 3, 7, 15). 
Though until now relatively large numbers of 
multiple sclerosis patients have been treated 
with these hormones, this case seems to be the 
first to be reported where this complication has 
occurred during adrenocortical therapy. Our 


te 


| 
4 


patie ‘ent had received similar treatment on three 
jous occasions. Only during the fourth 
4 tment, however, after a considerable de- 
terioration in his clinical condition had oc- 
cur:ed, did he first suffer from a number of 
attacks of Jacksonian epilepsy. 
“The relation of epileptic attacks to adreno- 
cortical therapy is of much theoretical and 
ctical interest. These hormones are known 
roduce epileptic changes in the electro- 
encephalogram (11, 19), and they even cause 
eptic attacks in non-neurological patients 
have never suffered from this previously 
(6, 11). In experiments on rats, Woodbury and 


Sayers (22) have shown that cortisone, and to. 


some extent ACTH, produced a reduction in 
electroshock seizure thresholds, suggesting an 
increased brain excitability. Torda and Wolff 
(20) found that a single injection or a series of 
injections of ACTH given in a few minutes will 
cause an increase in voltage, sporadic spiking 
and paroxysmal runs of low-frequency high 
voltage waves in the electrical brain activity of 
tats, as well as an increased sensitivity to con- 
vulsion-inducing agents. The effect of ACTH 
on the nervous structures was probably a 
direct one, as these changes occurred very 
quickly following the ACTH injection and 
also in hypophysectomized and adrenalec- 
tomized animals 


It can thus be assumed that by lowering the 
convulsive threshold in the severely damaged 
nervous system of our patient, the ACTH was 
responsible for the occurrence of these epileptic 
attacks. As phenobarbital or diphenylhydan- 
toin is able to prevent the brain hyperexcita- 
bility induced by cortisone in experimental 
animals (2), it seemed proper to give anti-con- 
vulsive therapy and to discontinue the adreno- 
cortical therapy gradually, as an abrupt 
cessation might cause adrenocortical insuf- 
ficiency. Such a procedure in our patient 
stopped the attacks, and they did not recur in 
spite of the fact that no anti-convulsive ther- 


apy was given. 


SUMMARY 


Three patients suffering from multiple 
sclerosis and epilepsy were reported. One of 
them had attacks of generalized epilepsy and 
died following a status epilepticus, while the 
other two had Jacksonian attacks. One of these 
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cases lapsed into coma due to a subdural hema- 


toma, and an emergency neurosurgical inter- 


vention proved to be life saving. In the other 


patient the attacks occurred for the first time 
while receiving ACTH therapy. 

The clinical problems which may arise with 
the occurrence of epileptic attacks in multiple 
sclerosis patients are discussed. The recent 
literature on epileptic seizures in multiple 
sclerosis and the electroencephalographic and 
pneumoencephalographic findings in these pa- 
tients are reviewed, and the pathogenesis of 
these attacks mentioned. 

The role played by adrenocortical therapy 
in precipitating epileptic attacks is empha- 
sized, and anti-convulsive therapy is suggested 
for patients in whom multiple sclerosis is 
complicated by convulsions. 
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IMPAIRMENT OF ABSTRACTING ABILITY IN MULTIPLE SCLEROSIS 


OSCAR A. PARSONS, Px.D., KENNETH D. STEWART, BA, 2 AND 
DAVID ‘ARENBERG, AB. 


ntellectual impairment in multiple sclerosis 
(M.S.) has been reported at both the clinical 
and experimental levels. While the clinical 

rts vary considerably as to the percentage 

M.S. patients manifesting intellectual 
changes (11), controlled studies utilizing 
psychological tests have demonstrated signifi- 
cant decrements in mental abilities (1, 2). 
Further, Ross and Reitan (11), utilizing 
M.S., organic, and control patients, have 
reported a remarkable similarity between 
M.S. and organic patients’ performance on 
the Halstead battery, suggesting that lesions 
of both white and grey matter may produce 
the same behavioral effects of impairment. 

Perhaps the most conclusive evidence for 
intellectual changes in M.S. comes from the 
work of Canter (2). Using the test-re-test 
method this investigator demonstrated a 
significant decrement on the Army General 
Classification Test in M.S. patients compared 
with controls over a 4-year period. He also 
found a relative decrement in the Wechsler- 
Bellevue Intelligence Test scores over a 6- 
month period. Canter elsewhere (7, p. 9) 
states that: “The most striking psychological 
loss is inability to analyze and synthesize 
abstract problems.” Canter appears to have 
based this statement on “indirect measures” 
of organic deficit such as the Shipley-Hart- 
ford, the Wechsler Deterioration Index, and 
the fact that the M.S. patients manifested a 
decrement in their re-test performance on the 
Block-Design Subtest of the Wechsler-Belle- 
vue. It would appear that a more direct test 
of his hypothesis could be made with a test 
devised specifically to measure loss of the 
abstract attitude. The Grassi Block Substi- 
tution Test (5) is such a device. 

Utilizing Goldstein’s principles (4), Grassi 
specifically designed his test to reveal minimal 
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as well as severe loss of abstract ability. The 
test requires that the subject shift his set 
several times at both a simple and complex 
level during a series of duplications of block 
designs. Grassi was able to distinguish or- 
ganics, functional disturbances, and control 
subjects at a high level of significance on the 
basis of their block-substitution scores (5). 
While other studies utilizing his test have not 
discriminated between organics and controls 
as effectively, they have substantiated Grassi’s 
claim that intellectual impairment associated 
with organicity can be detected with his 
test (6, 10). 

The aim of the present experiment is to 
compare the performance of patients with 
M.S. and patients with no C.N.S. disorder on 
the Grassi Block Substitution Test. It is 
predicted that the M.S. patients will score 
significantly poorer on this test than the con- 
trol patients with whom they are matched 
on the variables of age, education, intelligence, 
race, and sex. 


SUBJECTS 

The M.S. group consisted of 14 males and 
3 females who were patients at the V.A. 
Hospital or Duke University Hospital in 
Durham, North Carolina. Only patients of 
whom there was no doubt as to diagnosis 
were used. The range of the duration of the 
disease was from 1 to 14 years with a mean of 
7.7 years. The Bronx Scale (8) ratings of 
functional disability ranged from 2, minimal 
impairment, to 7, severe impairment, with a 
mean of 4.5.3 

The control group consisted of 14 male and 
3 female patients drawn from the general 
medical and surgical wards of both hospitals. 
Only patients who had no evidence of C.N.S. 
disorder were utilized. The closeness of the 
matching procedure is demonstrated by the 
data presented in table 1. None of the dif- 
ferences between means or standard devia- 


*Dr. Albert Heyman rated the M.S. patients on 
the Bronx Scale. 
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Pa 
TABLE EpvucaTion, AND VERBAL I.Q. For 
M.S. anp Contrrot Groups 
Group Age | Education | Verbal 1.Q. 
Control (N = 17) 
nee (N = 17) 
SD 7.15 3.64 17.95 


Wone of these differences approach significance as 
measured by the “t” test (3). 


TABLE 2.—Sreps AND LEVELS IN THE Grass! BLOCK 
SusBsTITUuTION TEST 


Task for Subject 


Step Level 
1 simple concrete| to copy the top of the four 
stimulus blocks using the 


same color and design 
2 | simple abstract] to copy the design on the top 
by using different colors 
3 | complex con- | to copy the top and the sides 
crete using the same colors and 
same design 
4 | complex ab- to copy the design on top and 
stract sides using different colors 


tions is near significance. There were 6 Negro 
subjects in the M.S. group and 7 in the con- 
trol group. 
PROCEDURE 

‘All subjects were tested first on the six 
subtests of the Verbal Scale of the Wechsler- 
Bellevue Intelligence Scale I (12). The Verbal 
Scale was chosen because it has been found to 
be less susceptible to the effects of brain 
damage (9), and the effect of motor difficulty 
which is often present in M.S. patients would 
be minimized. Thirteen of the M.S. group and 
14 of the control were also given four sub- 


tests from the Performance Scale of the. 


Wechsler-Bellevue. The Block-Design Sub- 
test was not included. 

Following the administration of the in- 
telligence test, the Grassi Block Substitution 
Test (G.B.S.T.) was administered. This test 
requires the subject to copy five designs of 
varying difficulty by utilizing four colored 
blocks. Table 2 presents the various steps or 


levels, ranging from the simple concrete to 
the complex abstract, and the tasks p»sed 
for the subject. Each subject was given a 
demonstration of all four steps before te: ting 
in order to make sure that he thoror:chly 
understood what he was to do in each tep. 
At least five minutes were allowed for each 
step in the test proper although Grassi s ates 
that a 3-minute time limit is satisfac ory. 
The former was employed because it was felt 
that the M.S. group might bé unduly p nal- 
ized by motor or sensory difficulties. 

Scoring of the G.B.S.T. was done acco: ling 
to Grassi’s rules. One point was awarde.. for 
each step of each design which was cor- 
rectly reproduced—a total of 20 possible 
points. Time credits of 44 point were ; iven 
for time differences of 10 seconds or less 
(i.e., a better performance) between s ‘eps. 
Time deductions of 44 point were made for 
any step requiring more than 120 seconcis to 
complete. The maximum score is 30 points. 
Grassi states that subjects with no intellec- 
tual deterioration due to brain damage 
should score in the range of 20-30 points, 
subjects with moderate deterioration between 
16 and 20, and subjects with severe dete- 
rioration 16 and below (5, p. 30). 


RESULTS 


The results indicate that the M.S. group 
scores significantly lower than the control 
group on the Grassi Test (table 3). The mean 
score for the former falls within the range of 
“moderately deteriorated” as defined by 
Grassi while the controls fall in the “non- 
deteriorated” range. Despite the fact that the 
difference between means is highly significant, 
overlap exists as indicated by the standard 


TABLE 3.—Scorinc on tue G.B.S.T. sy THE 
CONTROL AND M.S. Groups 


Group Grassi Score’ 
— (N = 17) 
M.S. (N;= 17) 
18.32 
2.79 


*A “t” test for differences between the means re- 
sulted in a “t”’ of 3.06, p < .005. 
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deviations and the data in table 4. Two of the 
control group fall in the “moderately de- 
teriorated” range and two subjects fall in the 
“severely deteriorated” category. On the 
other hand, five M.S. subjects fall in the 
“non-deteriorated” category. 

While verbal intelligence was _ closely 
matched in this study, the Performance 
Scale 1.Q.’s were not. The Performance Scale, 
however, might be a better control since it is 
comprised of subtests involving perceptual- 
motor skills in which rapidity of performance 
is a factor as in the G.B.S.T. The available 

ormance I.Q.’s on 14 control (t = 99.29) 
and 13 M.S. (x = 89.62) subjects indicated a 
difference of 9.67 I.Q. points in favor of the 


TABLE 4.—P.LaAceMENT oF M.S. AND CONTROL 
Supyects AccorDING TO GrassiI’s 


CLASSIFICATION 
Moderate Severe 
No De- 4 
(20-30 (16-19) (0-16) 
5 7 5 


TABLE 5.—Scorinc on THe G.B.S.T. sy THE Groups 
MATCHED FOR PERFORMANCE [.Q. 


Group Grassi Score* 
Control (N = 9) | 
MS. (N = 9) 
19.17 


_*A “t” of 3.18, p < .01, is found for the difference 
between the means. 


controls. While this difference is not signifi- 
cant (t = 1.72), it was decided that a test of 
differences in G.B.S.T. scoring between a 
group of M.S. patients and controls matched 
for Performance I.Q. might provide a more 
conclusive test of prediction. It was possible 
to match 9 M.S. patients (% I.Q. = 95.67) 
with 9 controls ( 1.Q. = 95.78). Table 5 
presents the results: the M.S. subjects have 
significantly poorer G.B.S.T. scores (t¢ = 
3.18, p < .01). 

Further evidence that the lower level of 
performance on the G.B.S.T. is a result of an 
impaired abstracting ability is found in the 
breakdown of component scores and steps 
on the Grassi. In table 6 the accuracy scores, 
time credits, and time deductions are com- 
pared for the two groups. The only significant 
difference found is in the accuracy scores, 
i.e., whether a subject got the designs cor- 
rect or not was more important than time 


TABLE 7.—Numser or Susyects Missinc CONCRETE 
AND ABSTRACT STEPS IN THE Two Groups 


Concrete Steps* Abstract Stepst 
Group 
Controls 
(N = 17)..,..|17 (100%); |12 (70%)| 5 
M.S. (N = 17)../11 (65%) | 6 | 1 (5%) | 16 


*A test for significance between percentages (3) 
of controls and M.S. missing no steps at the concrete 
level gives a “z’’ of 1.86, p = .06. 

t The percentage of controls missing no abstract 
steps is significantly higher than the percentage of 
M.S. subjects (“z” = 3.52, p < .001) who miss no 
abstract steps. 


TABLE 8.—NuMBER OF Correct SOLUTIONS ON THE 
G.B.S.T. Ostrarvep By HicH AND Low Bronx 


TABLE 6.—BREAKDOWN OF THE TOTAL SCALE GROUPS . 
G.B.S.T. Score Nemes 
| Group Correct Solu- 
Group Credits GBST? 
Control (N = 17) Bronx Scale 4 and below (N = 9) 
MS. (N = 17) Bronx Scale 5 and above (N = 8) 


* The “t” of 3.63 (p < .005) between the mean 
accuracy scores is the only significant “‘t” in this table. 


*A “t” of 2.15, p < .05, for difference between 
means is found. 
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bonuses or debits. In table 7 the number of 
subjects in each group missing concrete and 
abstract steps is compared. None of the con- 
trol subjects failed the concrete steps while 
six of the M.S. group did. This difference 
does not quite reach statistical significance. 
However, the two groups differ considerably 
on the abstract steps. Sixteen out of 17 M.S. 
patients failed one of the more in comparison 
to 5 out of 17 controls, a highly significant 
difference (p < .001). 


DISCUSSION 


These results suggest that a moderate 
degree of impairment of abstract ability exists 
in the group of M.S. patients compared with 
closely matched controls. It should be noted 
immediately, however, that some M.S. pa- 
tients (almost one-third) of the group show 
no impairment. This finding is consistent 
with that of Baldwin (1) who noted that 
deterioration may or may not occur in M.S. 
and, if present, may be severe or slight. On 
the other hand, the poor performance mani- 
fested by over two-thirds of the group is in 
accord with the findings of impaired intellec- 
tual functioning noted by Ross and Reitan 
(11) and Canter (2) in their studies of mul- 
tiple sclerosis. In particular Canter’s sugges- 
tion that the ability to analyze and synthesize 
abstract problems is affected in M.S receives 
striking confirmation. This difference in 
abstracting ability remains significant even 
when visual-motor and performance ability 
are controlled. 

An attempt was made to test whether 
ratings on the Bronx Scale of functional dis- 
ability in M.S. were related to scoring on the 
G.B.S.T. The assumption was made here that 
the more disabled M.S. patients would be 
more likely to have diffuse lesions and conse- 
quently greater cortical interference. Thus, it 
would be predicted that patients scoring higher 
on the Bronx Scale would manifest poorer per- 
formance on the G.B.S.T. Since motor disabil- 
ity is significantly different in these two groups 
by definition, it would appear that only the 
correctness or incorrectness of solution should 
be utilized. The results are presented in table 
8. Patients with Bronx Scale ratings of 4 and 
below have an average 17.22 correct solutions 
out of the possible 20, while patients with rat- 
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ings of 5 and above average 15.38. The “t” 
test for difference between these means is sig- 
nificant-(t = 2.15, p < .05). This finding is 
also in accord with Canter’s report that intel- 
lectual impairment in M.S. roughly parallels 
severity of neurological disturbance (2). 

Finally, it should be noted that intelligence 
measured by the Wechsler-Bellevue appears to 
be an important factor in G.B.S.T. perform- 
ance. For example, the M.S. patients falling in 
the “severely deteriorated” category had an 
average Verbal Scale I.Q. of 81.4 compared 
with 108.0 for “no deterioration” patients. 
Control subjects who fell in the “severe and 
moderate deterioration” groups had a mean 
Verbal Scale I.Q. of 74.5 compared with the 
104.7 of the “no deterioration” group. It is 
evident that Grassi’s statement that intelli- 
gence must always be considered when the 
test is being used clinically (5, p. 26) should be 
taken seriously. 


SUMMARY 


In view of experimental and clinical findings 
it is predicted that patients with multiple scle- 
rosis will manifest a loss in the ability to func- 
tion at the abstract level. Seventeen M.S. pa- 
tients, 14 males and 3 females, are closely 
matched with 17 control patients having no 
C.N.S. disorder on age, sex, education, intelli- 
gence, and race. Both groups are given the 
Wechsler-Bellevue Intelligence Scale, Form I, 
and the Grassi Block Substitution Test, the 
latter requiring different levels of functioning 
on the abstract-concrete continuum. The re- 
sults confirm the prediction: the M.S. patients 
perform significantly poorer on the G.B.S.T., 
especially on the abstract levels. Additional 
analysis controlling for the possible interfering 
effects of visual-motor difficulty in M.S. gives 
rise to the same results. It is concluded that a 
moderate loss of the ability to abstract in pa- 
tients with multiple sclerosis is demonstrated 
and that such a loss roughly parallels extent of 

The authors wish to acknowledge the valuable aid 
of Dr. Albert Heyman and Dr. Joseph C. Parker from 
the Neurology and Psychiatry Services, respectively, 
of Duke University School of Medicine and the Dur- 
ham V.A. Hospital, and Dr. George T. Lodge, Psy- 
chology Section, Dept. Psychiatry, Durham V.A. 
Hospital. 4 
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_ SCHIZOPHRENIA AND CORTICAL INVOLVEMENT! 
ROBERT G. WALKER, Px.D. 


Within the past few years there has been an 


increasing proportion of studies in schizo- 
phrenia which emphasize constitutional, or- 
gariic or genetic factors in the etiology of and/ 
or in the course of the disease (1, 3, 4, 8, 11). 
It may be that much of the controversy over 
heredity versus environment or somatogenic 
versus psychogenic. causes of 

may be lessened if not resolved by a reevalu- 
ation of the disease entity itself. 

‘There are many who believe that the label 
“schizophrenia” encompasses more than one 
disease process. Kantor et al. (9) have recently 
indicated that schizophrenia may be differen- 
tiated into two distinct entities: process 
schizophrenia and reactive schizophrenia. 
Both conditions may be manifested by de- 
lusions, hallucinations, loss of contact with 
reality and other psychotic symptomatology, 
and both may be subcategorized “catatonic,” 
“paranoid,” etc. Furthermore, both illnesses 


' may range from mild to severe in degree of 


disturbance and incapacitation. The distinc- 
tion is made on the basis of analysis of past 
history material. The schizophrenic patient 
with an early insidious onset is classified as a 
process schizophrenic and is felt to have a very 
poor prognosis, while the patient whose early 
development was more adequate and whose 
breakdown seemed precipitated by environ- 
mental stress is called reactive, and considered 
to have a more favorable prognosis. 

It has long been noted that a marked simi- 
larity in psychodiagnostic test performances 
exists between schizophrenic patients and 
individuals suffering from organic brain 
damage. Recently a study was reported by 
Brackbill and Fine (2) which explicitly tested 


the hypothesis that Rorschach records of | 


organics and of process schizophrenics do not 
differ in respect to Piotrowski’s signs of organic 
involvement and that reactive schizophrenics 
do differ significantly in this respect from or- 
ganic patients and process schizophrenics. 


Their investigation supported these hypoth- ~ 


1 Psychiatric Evaluation Project, Veterans Adminis- 
tration Hospital, Brockton, 


eses, and the authors suggested that some 
of the apparent inconsistent findings in studies 
investigating schizophrenia may be a function 
of failing to recognize what they describe as 
the typical schizophrenic reaction (reactive 
type) from the atypical (or process) ‘ype. 
No attempt was made, however, to relate 
their findings to prognosis. 

The present author has previously reported 
a new psychological test for detecting the 
effects of cortical involvement, the Hooper 
Visual Organization Test (12). Although the 
test is described more fully elsewhere (5, 6), 
it can be briefly summarized here as a pro- 
cedure for measuring the tendency to be 
stimulus bound. The test consists of a number 
of drawings of common objects, each of which 
is divided into two or more sections. S must 
recognize what the object is by visual organ- 
ization processes alone. On many items, 
single parts of the drawing show fairly close 
resemblance to common familiar objects unre- 
lated to the correct Gestalt. For example, 
Item 24 is a drawing of a mouse. That part of 
the drawing depicting the rear quarters and 
tail bears a rather close resemblance to a pipe 
used for smoking. If S replies “pipe” to the 
item, he demonstrates an inability to integrate 
the disparate parts of the whole. Such re- 
sponses were originally classified by Hooper 
as “concrete”. More recently he has referred 
to such concepts as “part responses’ (6). 
The present author suggests the term “iso- 
late” as a more descriptive label for this type 
of response. The scoring of “part responses”, 
or “isolates”, was originally developed on an 
empirical basis. However, there does seem to 
be a rationale to account for the deviant 
Hooper performance. It would appear that the 
test gets at the “... characteristic distracti- 
bility which... interferes with (the brain 
damaged individual’s) capacity to recognize 
wholes if the constituent parts... show any 
distracting detail” (7). 

As part of routine psychological testing ona 
continued treatment service in a 1,000 bed 


psychiatric hospital, the Hooper Visual Organi- 
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Schizdphrenia and Cortical Involvement 


TABLE 1.—DistTrisuTion OF SCHIZOPHRENIC 
SUB _ATEGORIES : 


Subcategory 

16 
ines 1 
1 


zation Test was administered by the author to. 


a number of schizophrenic patients. It was 
noted that many of the patients carrying a 
diagnosis of schizophrenia, but not diagnosed 
as brain damaged, performed on the Hooper 
test in a way characteristic of individuals 
suspected of cortical involvement. 

Over a period of several months the patients 
were periodically reviewed for treatment and 
discharge planning by the psychiatric team. 
A relationship was noted between approval for 
discharge and Hooper performance. That is, 
patients leaving the hospital tended to be 
considered free from cortical involvement as 
measured by the Hooper test, and conversely, 
patients remaining for continued treatment 
tended to be categorized brain damaged 
on the basis of Hooper performance. It was 
decided to follow these patients one year 
after the test data had been collected to test 
the hypothesis that performance on the 
Hooper test is related to prognosis. 


PROCEDURE 


The population studied consisted of 33 male 
patients ranging in age from 23 to 65, median 
age = 35.0, with an established diagnosis of 
chronic schizophrenia (see table 1), who were 
administered the Hooper test while on a con- 
tinued treatment service. | 

A research clerk? was instructed in the 
scoring procedure used with the revised Hooper 
Visual Organization Test and scored all 33 
protocols. The records bore no identifying data 
other than code number. Patients were clas- 
sified as free from cortical involvement (N = 
19) when their performance on the Hooper was 

au 
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within normal limits, or as cortical involvement 
suspected (N = 14) when their performance was 
deviant as defined in the previously mentioned 
study (12). 

One year after the test data had been col- 
lected, the status of each patient was obtained 
from the hospital registrar. No definition of 
“recovery” or “cure”. was attempted. Instead, 
a single criterion for classification was used. 
If the patient’s improvement or condition was 
such that by the follow-up date he had been 
released from the hospital, whether on Max- 
imum Hospital Benefit or Trial Visit status, 
he was classified favorable prognosis (N =19). 
If, on the other hand, he still remained in the 
hospital, he was categorized unfavorable prog- 
nosis (N = 14). 


RESULTS 


All data were analyzed by use of fourfold 
contingency tables, dichotomizing from the 
medians. Because of the relatively small N’s in- 
volved, estimates of significance were obtained 
through Mainland’s tables (10) where prob- 
abilities are equivalent to computation by 
Fischer’s exact test. All probabilities reported 
are for two-tailed tests of the null hypothesis 


TABLE 2.—COMPARISON BETWEEN Hooper PERFORM- 
ANCE AND AGE, EpvucaTion, D1AGNostic Sus- 
CATEGORY AND PHASE OF HOSPITALIZATION WHEN 
TEsTED (N_= 33) 


Variables Compared 

Hooper performance with age...| .500 
Hooper performance with educa- | 

Hooper performance with diag- 

nostic subcategoryft.......... 
Hooper performance with phase 

of hospitalization when tested{} .257 — 


* From Mainland (10). 
T Paranoid type (N = 16) vs other types (N = 17). 
} Used as estimate of severity of symptoms. 


TABLE 3.—ComMPaRISON BETWEEN Hooper 
PERFORMANCE AND. PROGNOsIS (N = 33) 


Hooper performance with prog- 


* From Mainland (10). 
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and hence are considered conservative es- 
timates of significance. 

As previously indicated, the selection of 
patients was essentially random so that it was 
felt that such variables as age, education, 
sevérity of symptoms, etc., would not differ 


significantly between the two groups. Never- 
theless, comparisons of these factors with 


Hooper performance were made. 

Although no direct evidence of severity of 
syroptoms in the two groups was obtained, the 
fact that more deviant psychotic symptom- 
atology is commonly manifested in the early 
period of hospitalization rather than in the 
late phase was used to obtain an estimate of 
severity of symptoms. That is, patients admin- 
istered the Hooper early in their hospitalization 
were arbitrarily categorized as the more severe 
symptomatic group (N = 18) while those who 


were tested in the late phase of their hospital- 


ization were considered the less severe symp- 
tomatic group (N = 15).' 

Comparisons between the two groups in 
respect to age, education, diagnostic sub- 
category and phase of hospitalization when 
tested (used as an index of severity of symp- 


- toms) all fall far short of significance (see 


table 2), indicating that the two groups are 
approximately equivalent in regard to these 
variables. 

The comparison between Hooper perform- 
ance and hospital status one year after test 
evaluation is significant, p = .017 (see table 
3) and supports the hypothesis that Hooper 
performance is related to prognosis. 

.These findings suggest that conflicting 
evidence of organic factors in “schizophrenia”’ 
may be a function of the inclusion of two sep- 
arate disease entities, or two qualitatively 
different phases of a disease process, under 
one diagnostic label. Use of qualifiers such as 
functional or reactive as opposed to consti- 
tutional or process might prove worthwhile 
not only in the diagnosis and treatment plan- 


ning of “schizophrenia”’ but also in the design 


_* Admittedly this is a crude measure of severity of 

However, it should be pointed out that all 

in this study were patients on a so-called “q uiet”’ 

continued treatment service at the time of tasting. 

For this reason alone it appears likely that the two 
homogeneous 


groups were fairly in regard to severity 
of symptoms. 


of research investigations in this area of mental 
illness. 
SUMMARY 
Thirty-three chronic schizophrenic patients, 


hospitalized on a continued treatment sery- 


ice at the time of evaluation, were divided 
into two groups, free from cortical involvement 
or cortical involvement suspected, on the basis 
of their performance on the revised Hooper 
Visual Organization Test, a psychological 
test designed to detect the effects of brain 
damage. There were no significant differences 
between the two groups in respect to age, 
education, diagnostic subcategory and phase 
of hospitalization when tested (used as an 
index of severity of symptoms) 

The hypothesis that Hooper performance is 
related to prognosis, as determined by hospital 
status one year after initial evaluation, was 
supported by the data. The notion that 
schizophrenia is not a unitary disease entity 
tends to be corroborated by these findings. 
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_ THE POTENTIATING EFFECT OF DIPHENHYDRAMINE 
HYDROCHLORIDE (BENADRYL) 


SAMUEL ROSNER, M.D., F.LCS. 


dry!)' has been used in many neurologic con- 
ditions with some benefit to the patients. This 
substance is a white, crystalline, water soluble 
powder with pronounced antihistaminic prop- 
erties. The purpose of this article is to demon- 
Strate the clinical value of Benadryl as a 
potentiating agent with novocaine in the fol 
lowing conditions: 1) Headache of all types 
except intracranial pressure syndrome, intra- 
cranial bleeding and endocrine headache. 2) 
Herniated discs. 3) Neuralgia. 4) Meniere’s 
syndrome with tinnitus aureum. 

In addition, I have used it with barbiturates 
as pre-operative medication. I have found that 
diphenhydramine hydrochloride actsas a poten- 
tiating agent when combined with novocaine. 
What follows is the result of my observations 
in the use of diphenhydramine hydrochloride 
with novocaine administered intravenously or 
intramuscularly. 

Headaches. Migraine headaches, histamine 
headaches, temporal arteritis, tension headaches 
and post-traumatic headaches are relieved 
within minutes after the administration of 30 
mg. of Benadryl combined with 10 cc. of 1 per 
cent novocaine without ephedrine. This com- 
bination is given intravenously, taking a full 


minute to inject. The patient will be somewhat 


dizzy. I have found that the results are better 
if the patient does get somewhat dizzy after 
the injection. This can be done as an office pro- 
cedure. The patient is asked to rest for about 
fifteen minutes after the injection. In hista- 
mine headache, the flush will disappear within 
two minutes of administration of the injection. 

In temporal arteritis, the combination of 20 
mg. of Benadryl and 5 cc. of 1 per cent novo- 
caine can be injected about one inch above the 
condyle of the mandible on the painful side. 
This will result in complete relief within min- 
utes in the majority of cases. 

The injections whether intramuscular or 
intravenous will, in most cases, have to be re- 


‘Supply donated by Parke, Davis, & Co. 


peated every 24 or 48 hours for a number of 
times. Four injections will usually terminate an 
attack of headache that may have lasted for 
weeks or months. If there is no relief after six 
injections, then none can be expected with this 
method. Once relief is obtained, it may be 
months or years before there is a recurrence. 
Endocrine headaches are not often relieved by 
this method. | 

Post-traumatic headaches, especially after 
serious head injury, are best treated in hospital 
by the following methods: 

Thirty mg. of Benadryl] in combination with 
500 cc. of 1/10 per cent Procaine in normal 
saline with soluble vitamin B and vitamin C 
added. This infusion is run into the vein in 
60 to 90 minutes and is given daily for 10 days. 

This combination will also give great relief 
to patients with headache after pneumoen- 
cephalography or spinal puncture. The infusion 
should be given twice daily for two days. 

The tension headaches will respond to intra- 
venous Benadryl and novocaine as has been 
described as an office procedure. In addition, 
Elix. Phenobarbital 3 ss, with Elix. Vitamin B 
complex ad 3 T, should be prescribed; 3T to 
be taken q.i.d. 

The foregoing procedures have been used 
in 75 cases of various types of headache with 
uniformly good results. The only exceptions 
being endocrine headaches and headaches 
caused by intracranial tension, such as, intra- 
cranial neoplasm or hemorrhage. 

Herniated discs. In the painful states associ- 
ated with herniated intervertebral discs, 
Benadryl and procaine given in 500 cc. normal 
saline as described under traumatic headache 
will be a potent method of relief. The infusion 
should be given intravenously daily for 10 days 
and should run in within 90 minutes. In addi- 
tion, traction should be used intermittently 
daily for 10 days. Analgesics should be given as 
needed. 

As an office procedure, 30 mg. of Benadry| 
in combination with 10 cc. of 1 per cent novo- 
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caine without ephedrine can be used. In herni- 
ated discs, an ordinary intramuscular needle is 
inserted on the most painful site one inch 
lateral to the spinous process of the disc in- 
volved. The site in the cervical region is 
usually between the fifth and sixth vertebrae. 
In the lumbar region, the site is usually 
between the fifth lumbar and first sacral verte- 
brae. Injections given at 48-hour intervals for 
four to six injections will give relief in 80 per 
cent of cases. Analgesics and the usual ortho- 
pedic care should be given. In patients who 
have no contraindication to the use of steroids, 
prednisone in combination with buffered 


- acetylsalicylic acid can be given four times 


daily for one week along with the course of 
injections. 

Neuralgia. Benadryl i in combination with 1 
per cent novocaine without ephedrine has been 
used with success in two cases of trigeminal 
neuralgia. One patient, an elderly man, had 
undergone craniotomy at another hospital for 
trigeminal neuralgia. After two years the pain 
returned and was confined to the maxillary 
and mandibular branches, which were supposed 
to have been sectioned. Novocaine and alcohol 
resulted in temporary relief which lasted about 
one week. Injection of the mandibular and 
maxillary branches was carried out extracra- 
nially at the foramina of the skull. A solution 
of 50 mg. of Benadry] and 10 cc. of 1 per cent 
novocaine without ephedrine was used for both 
nerves. This injection was repeated one week 
later. The patient has been free of pain for 


» more than eight months. The second case of 


trigeminal neuralgia is an elderly woman who 
had had recurrent attacks involving the right 
maxillary and mandibular divisions of the tri- 
geminal nerve. Novocaine and alcohol block 
carried out about two years ago resulted in re- 
lief until a few weeks ago. Within the past 
three weeks novocaine and alcohol blocks were 
carried out on two occasions with only tempo- 
rary relief of pain. This week, novocaine and 
Benadry] as described in the first case were in- 
jected with total relief of pain. It is too soon 
to know whether relief will last for a prolonged 


It should be noted that the novocaine and 
Benadry! were injected extracranially in both 
cases. The numbness wears off almost com- 


pletely within a few days after the injection. 
The relief in the first patient still persists. 

In a case of ulnar nerve neuralgia due to 
trauma, the patient was suffering from severe 
pain following an accident. At operation, ‘he 
ulnar nerve was found to be caught in scar 
tissue. The scar tissue was removed, and the 
nerve was freed on two occasions. Neverthelcss, 
pain and paresthesia persist despite local novo- 
caine blocks, novocaine and histamine blo:ks 
locally and paravertebrally, and stellate novo- 
caine blocks. However, 20 mg of Benadry] and 
10 cc. of 1 percent novocaine without ephedrine 
injected 2 cm. above the medial epicondyle re- 
sult in temporary relief of pain which lasts 
longer by six to twelve hours than any other 
method. 

A case of causalgia in a mid-humerus ampu- 
tation stump responded well to injection into 
the brachial plexus at the level of the first rib. 
This patient had been having constant, ex- 
cruciating pain which was relieved by stellate 
ganglionectomy. After three months, the 
Horner’s syndrome began to retrogress and 
pain began to return. Benadryl, 50 mg., and 10 
cc. novocaine 1 per cent without ephedrine 
were injected as described above. The patient 
has been free of pain for one month. 

Meniere’s syndrome. Six patients suffering 
from Meniere’s syndrome with tinnitus aureum 
were treated by intravenous injections of novo- 
caine and Benadryl. Ten cc. of 1 per cent 
novocaine without ephedrine and 30 mg. of 
Benadryl were injected intravenously every 
48 hours. These injections were given in the 
office. One full minute is taken to give the in jec- 
tions. Usually, within six injections the tinnitus 
aureum, dizziness and nausea will disappear. 
The loss of hearing is not affected. The patients 
have remained free from the distressing sym- 
toms of tinnitus aureum, dizziness and nausea 
for periods ranging from two months to two 
years. One patient had a return of symptoms 
within two months and was relieved by one 
subsequent injection with no further com- 
plaints for the past six months. Another pa- 
tient had symptoms so severe that on a number 
of occasions she fell in the street and was taken 
to hospital by ambulance for emergency treat- 
ment. The tinnitus aureum and vertigo were 
great burdens for her. However, the intrave- 
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nous injections cause definite, if temporary, 


alleviation of her symptoms. The only relief 
she obtains is following the injections, which 
she has once or twice weekly. 

In surgical cases, I have found Benadryl, 
whether given by mouth or injection, with 
barbiturates to enhance the sedatory effect of 
the barbiturates as pre-anesthetic medication 
(1). The Benadryl with a reduced dose of atro- 
pine can be used pre-operatively. Post-opera- 
tively, I have used Benadryl and Serpasil (re- 
serpine) by mouth; 3T of each, four times 
daily, is of definite benefit in controlling the 
pain and post-operative complications of neu- 
rosurgical procedures (1). In these operations, 
both in adults and children, I invariably use 
Benadry] along with any antibiotics which may 
have to be given. . 


SUMMARY AND CONCLUSIONS 


Diphenhydramine hydrochloride in the form 
of Benadryl has been used by me in various 
neurological conditions. I have found it to have 
a definite potentiating effect when used with 
novocaine. This combination as described in 
the text of this paper has been used with 
benefit in the following conditions: 

1) Headache of any type except that of 
intracranial neoplasm or hemorrhage or endo- 
crine headache. The methods described are 
eficient and prompt in action. It seems that 
the novocaine and Benadryl! when given intra- 
venously act on the diencephalon and basal 
ganglia, R. W. Barris (2) has found Benadryl] 
to be of benefit in 17 patients with thalamic 
syndrome. 

2) The pain of herniated intervertebral disc 
isdefinitely relieved in most cases by novocaine 
and Benadry] as described. 

3) Trigeminal neuralgia and other forms of 
neuralgia are at least temporarily relieved by 
novocaine-Benadry! infiltrations in the region 
of the nerve or nerves involved. 


4) The tinnitus aureum and vertigo of 
Meniere’s syndrome are relieved totally, or in 
part, for prolonged periods by intravenous in- 
fusions of novocaine and Benadryl. 

5) In surgical conditions, Benadryl, used 
pre-operatively, with barbiturates enhances 
the sedative effect of the barbiturates. Bena- 
dry! because of its “drying” action also dimin- 
ishes the pre-operative dose of atropine. Post- 
operatively in neurosurgical cases Benadryl 
given with Serpasil lessens the need for anal- 
gesics and sedatives and seems to help reduce 
the incidence of hyperthermia. 

My work with Benadryl] has shown me that 
it is of definite value in the aforementioned 
conditions when used with novocaine. It seems 
to have an action both locally and centrally 
on nervous tissue. To my mind, its action in 
severe recurrent headache brings quicker and 
more prolonged relief than any other method. 

Toxic reactions are confined to dizziness and 
occasional rise in blood pressure. The dizziness 
is not a contraindication and is overcome by 
rest or “smelling salts”, or both, Within 20 
minutes. It is not recommended that Benadryl 
be given intravenously to patients suffering 
from hypertension or heart disease. 

The potentiating effect of diphenhydramine 
hydrochloride or novocaine is a definite action, 
whether used locally or intravenously. The - 
methods of using Benadryl and novocaine as 
described in the text of this article will aid 
the physician in alleviating the complaints of 
many patients. 
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- SOME FACTORS IN CHRONIC WARD RECOVERY 


P. O. O’REILLY, M.B. B.Cu.' 


Over the past number of years there has 
been an increased interest in the treatment of 
chronic regressed schizophrenic patients. It has 
led to the recognition that this picture of 
deterioration is not necessarily the outcome 
of an irreversible process. This “Rubric of 
Regression” as Klapman (1) calls it is a 
resultant of many factors: the ward at- 
mosphere, enforced inactivity, lack of relation- 
ship between patient and nurse and lack of 
communication and rapport in the psychia- 
trist-nurse relationship. Among the more 
important factors in any ward is the thera- 
peutic atmosphere which is determined by the 
psychiatrist-nurse-patient relationship. The 
purpose of this paper is to study the effect of 
two sets of factors: 1) The reorientation of the 
_ attitude of the nursing staff, the results of 
increased communication and rapport between 
psychiatrist and ward supervisor; 2) The effect 
‘of the introduction of tranquillizing drugs on 
this psychiatrist-supervisor relationship and 
nurse-patient relationship. This study is a 
3-year study covering the years, 1953, 1954, 
1955 and to date, 1956. 


THE WARD 


The ward under study is a 75 bed, closed 
ward of female, chronic disturbed patients. 
‘It is the ward of the hospital to which violent 
and assaultive patients are confined. Their 
age varies from 18 to 64 years. 


SS yearsand up.............. 2 per cent 


Their average length of stay in poapital is 
approximately 15 years. 


1 Senior Psychiatrist, Femal Division: Co-ordinator 
of Research, Saskatchewan Hospital, North Battle- 


DIAGNOSIS 

The diagnostic breakdown is as follows: 
Schizophrenics................ 70 per cent 
Mental defectives............. 10 per cent 
Schizo-affective psychosis | 
Manic depressive psychosis)... 10 per cert 

eurosis | 
100 per cent 


THE ATMOSPHERE 


_ The atmosphere on the ward before re- 
organization was, on the whole, one of apathy. 
The patients were in the main regarded as 
hopeless cases. The ward itself was regarded 
by some patients as a place of punishment 
to which they might be sent if they did not 
conform to the pattern of hospital behavior. 
One of the main purposes of the nursing staff 
was to prevent aggressive assaultive behavior 
by the patients, a goal achieved by means of 
seclusion and chemical restraint (mainly 
barbiturates). The principal motivation was 
protection for the patient and for the nurse. 
Physical needs were carefully attended to, but 
activities directed towards the emotional 
needs of the patient were secondary. The 
nursing was principally oriented towards 
controlling the behavior of the patients so 
that they conformed more or less to what is 
called by Martin (2), ‘the well institutionalized 
patient”, which means that the patient has 
made a more or less total surrender to institu- 
tional life. The institutionalized patient is 
resigned and co-operative, has ceased to 
question his position as a patient and has 
become too passive to present any problem 
of management. He has in the process lost 


‘much of his individuality, initiative, drive 


and resourcefulness. Frequently the attitude 
of the nurse towards her patients was one of 
apprehension, since she was constantly expect- 
ing to be assaulted by them; therefore she was 
quick to move in and stop any expression of 
hostility or aggression. The majority of the 
patients spent their day sitting in the day 
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room, while the rest were occupied by ward 
work with a few working in the hospital in- 
dustries. The most disturbed patients were 
handled by seclusion, sedation or E.C.T. The 
relationship of the ward to the rest of the 
hospital was impaired because of the appre- 
hension of the nurses which fostered the 
patient’s negative attitudes. The intermingling 
of the patients of this ward and the other 
patients of the hospital was minimal. Only a 
carefully selected group from this ward were 
allowed to take part in the regular activities 
of the other hospital patients. 


THe APPROACH TO THE PROBLEM 


In 1954, the feeling among the medical and 
nursing staff was that something should be 
done about the problem. It was felt that the 
staff on the ward had to be oriented to the 
needs of its patients. This was done by daily 
morning meetings between the ward supervisor 
and the psychiatrist during which each patient 
and the group as a whole were discussed. The 
conference was a two-way discussion between 
the psychiatrist and the ward supervisor. It 
was emphasized that in a therapeutic ward the 
patient is allowed to express conflict; the 
staff members try to understand the patient 
and his problems; the interpersonal environ- 
ment should offer the patient the experience 
of being occupied and respected as a person 
in his own right; the opportunity is provided 
to act out his conflicts within the limits of 
safety and group living. On this particular 
ward special emphasis was given to nursing 
techniques in dealing with disturbed behavior. 
Such disturbed behavior was. scrutinized in 
terms of possible symbolic significance and 
regarded as one form of communicatih. This 
was examined with regard to the patient’s 
previous ward behavior and experience, on 
the one hand, and, on the other, the expected 
reaction to this behavior on the part of the 
nurses. Each problem as it arose was discussed 
by the nurse and the ward psychiatrist when 
the nurse deemed it necessary. The psychiatrist 
also was available throughout the day in case 
any emergency arose. It was felt that the per- 
Sonal contact with the nurse on ‘the ward 
was an important factor in promoting a better 
atmosphere. This was achieved by impromptu 


meetings of various members of the partici- 
pating ward personnel. Whereas -previously 
all treatment had been authoritatively decided 
by the psychiatrist, it now became the re- 
sponsibility of the ward supervisor and the 
ward nurses to suggest and discuss treatment. 
It was emphasized that the nurses’ observa- 
tion based on an understanding and apprecia- 
tion of the motivation of behavior was to be 
the basis of the therapeutic approach. The 
hierarchical barriers were lewered, and each 
individual was recognized as a specialist in 
his or her own field with ideas to offer, all 
directed towards the welfare of the patients. 
In order to facilitate the desired close nurse- 
patient relationship it was felt that the ward 
psychiatrist should not intrude directly in 
this relationship until 1) the patient requested 
to see the psychiatrist or 2) the nurse felt 
tient had progressed to the point 
t intensive psychotherapy by 
the psychiatrist\was indicated. Therapy of 
the patient was controlled by the psychiatrist; 
the therapeutic approach to the patient was 
discussed between the psychiatrist and the 
nurse and every facet of the case examined. 
The patient’s case record was consulted, and a 
definite approach to the patient decided upon. 
In working with chronic patients in which the 
process of recovery is slow, it was felt recog- 
nition by the psychiatrist of the job done was 
necessary. Every little success was commented 
upon and approval expressed. The psychiatrist 
acted as mediator between the administration 
and the ward supervisor who had the oppor- 
tunity of abreacting to the psychiatrist her 
frustrations, trials and tribulations. 


TRANQUILLIZERS 


Chlorpromazine was introduced on the 
ward as a treatment in September, 1954. 
All the available literature was given to the 
nurses in order that they might acquaint 
themselves with the drug. Patients were 
selected by the ward supervisor and recom- 
mended by her for treatment. Each individual 
case was discussed between the psychiatrist 
and the ward supervisor in making the decision 
as to who should have the drug. The criterion 
for selection for chlorpromazine administration 
was non-response to nursing care. Chlorproma- 
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TABLE 1.—AvEeRAGE PER MONTH 
1953 1954 1955 1956 

0 6 22 31 
11 ounces 26 ounces 114 ounces 0 
3 tablets $§ tablets 0 0 
Ko grains 2'¢ grains grains | 0 
263 grains 104 grains 44.8 grains 42 grains 


TABLE 2.—Comparison or Hours oF 
SECLUSION* 


Two-month Period Two-month Period Following 
Prior to C in Change in Nursing Technique 


Mean 
No. hours 
seclusion hours | reduction 


2,947.25 | 68.54 376 18.74 | 88.72 


zine was to be used in the hope that the patient 
would become more accessible to relationship 
therapy. Each case was dealt with individually 
during the morning meetings, and dosage 
was carefully regulated to produce the desired 
effect. The daily dosage of Largactil varied 
from 150 mg. to 350 mg. and Serpasil from 3 
mg. to 9 mg., either singly or combined. 


ASSESSMENT 


In order to obtain an objective evaluation 
of the project it was felt that a team of ob- 
servers who were not emotionally involved in 
the plan should assess the progress made, 
and the research team was called upon to fill 
this evaluative role. The results of the program 
in terms of reduction in use of sedation and 
in terms of the need for seclusion and E.C.T. 
are presented in table 1. The data presented 
were obtained during the same five months 
April to August of four consecutive years 
1953, 1954, 1955 and 1956. 

In order to break down, if possible, 
effect of the following two factors (a) nursing 
care and (b) chlorpromazine, we utilized 
number of patient seclusion hours as the 
criterion of change. The findings were reported 
in a previous study done with nicotinic acid 


(3). Using seclusion hours as an indication of 
nursing technique, we can state from the 
accompanying figures (table 2) that a reduc- 
tion of 88.72 per cent was achieved in seclusion 
hours due to better nursing care and attention. 


DISCUSSION 


The improvement in the ward as reflected 
in the above tables was due to an awakening 
of interest in the emotional foundation of the 
patients’ behavior. Whereas little identifica- 
tion existed between the patient and the 
nurse, this identification now manifested 
itself in many different ways. For example, 
the nurses make efforts to move the patient 
to a better environment, with a frequency 
which heretofore was not so prevalent. In 
the past the nurses were quite content to 
see patients sitting quietly. With the heighten- 
ing of morale and interest the nurses them- 
selves decided that some form of activity 
should be introduced. This activity was geared 
to the emotional needs of their patients. Since 
at the start of the project no occupational 
therapy was available on this ward, the nurses 
took over the role of O.T. nursing and provided 
occupational therapy on the ward and outside 
activities. The beneficial results of a specially 
scheduled program of occupational activity 
which was called the gardening project have 
already been reported (4). Nurses learned new 
skills to guide and conduct recreational 
programs. They learned how to run the pro- 
jector so that the patients could have films on 
the ward. Nurses with muscial talents pro- 
vided music for the patients as a recreational 
experience. An increased effort was made to 
bring patients to other activities in the hos- 
pital; this promoted integration af the ward 
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Mean 
No. hours 
seclusion | No. hours 
* No. of patients—43. 


with the rest of the hospital and helped to 
make this special population socially accept- 
able to the remainder of the hospital popula- 
tion. Whereas the ward was not infrequently 
regarded as a place of assignment, the nurses 
now identify themselves with the ward and 
work steadily toward the improvement of its 
status and of the care of the physical and 
emotional needs of their charges. 

- To the nurses, the ward is no longer a “re- 
fractory ward” but is “our ward”. “Our ward 
is the best one in the hospital.” One can now 
state that the morale of the nursing staff on 
this particular ward is presently perhaps of 
the highest in the hospital. This change in 
ward morale can be attributed to the gradual 
shift in the pattern of the psychiatrist-nurse 
relationship of the ward. The pattern of rela- 
tionship is described and the change evaluated 
by the assistance of an outside agency, namely, 
the members of the research department. 
These members were utilized to direct observa- 
tion and direct discussion on each level. 
Using this approach, the ward psychiatrist- 
ward supervisor relationship was observed and 
commented upon from the observation point 
of both the research psychiatrist and the 
research nurse; each bringing his .own em- 
phasis as determined by his own status. 

Discussing the development on this ward 
the following observations were made: 

1. There was a gradual shift in roles. The 
psychiatrist is no longer a figure of authority 
who gives orders with the nurses playing a 
dependent role. This same pattern of behavior 
was carried over to the nurse-patient relation- 
ship as well. The nurse’s role is now more 
that of an equal member of a co-operative 
relationship based on mutual interest, under- 
Standing and tolerance. Nurses discuss each 
case in terms of the patient’s emotional needs; 
they plan for the future and present their 
recommendations of the plan of treatment 
they think might be beneficial to the patient. 
This change in the nurses’ function was due 
to the change in the general attitude and out- 
look of both the psychiatrist and nurses. 

The welfare of the ward~is no longer the 
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Whereas previously the psychiatrist was 
regarded as a representative of a remote ad- 
ministration and not as an integral part of 
the ward unit, he is now a member of a team 
utilizing all the resources for the benefit of 
the patient. 


THE EFFrect AND UTILIZATION 
OF TRANQUILLIZERS 


The attitudes which guide the management 
of such a unit as the described ward are, of 
course, largely determined by the cultural 
and personal background of the personnel. 
However, the available treatment methods 
also play a significant part in deciding what 
kind of treatment philosophy will prevail on 
the ward. A chronic disturbed ward confronted 
with a small number of staff generates a great 
deal of anxiety for all concerned. It is perhaps 
for this reason that the rigid authoritarian 
system of ward management was maintained 
for so long in spite of the promulgation of 
different principles. The great amount of 
tension, anxiety and feeling of hopelessness 
usually lead to a withdrawal of interest and 
the maintenance of routine on authoritative 
lines as a defense mechanism. The reorienta- 
tion of the nursing staff and changes in the 
psychiatrist-nurse relationship greatly dimin- 
ished this anxiety. The introduction of the 
tranquillizers also diminishes this level of 
tension considerably. The tranquillizers appear 
to act as catalysts in the process of liberalizing 
relationship patterns on the ward and there- 
fore promote better psychiatric treatment. 
We consider not only the direct effect of the 
drugs on the patients but also the effect that 
the use of these drugs has on the ward person- 
nel by increasing optimism regarding the 
patients’ recovery. 

From a dynamic point of view, pharmaco- 
therapy reduces the amount of anxiety in the 
patient leading to a decrease in the frequency 
of disruptive behavior. This leads to 1) in- 
creased acceptance by the staff of the patient, 
2) decreased anxiety of the nurse, and 3) 
adaptive behavior on the part of the patient. 
This decrease in anxiety and tension on the 
part of both nurse and patient releases the 
potentialities for socially adaptive behavior. 
These attitudinal changes on the part of the 


responsibility of the ward psychiatrist but is 
now a shared responsibility of the ward staff, 
one member of which is the ward psychiatrist. 


nurses lead to more active participation in 
interpersonal exchanges with the patients. 
EFFECT ON THE WARD AS A WHOLE 
This project resulted in marked improvment 
in self-care, work, interest in ward activities 
and better socialization of these patients. 
Destructive and aggressive behavior was 
markedly reduced. Seclusion is now minimal. 
Interest in outside ward activities is increased. 
Patients are now taking a more active part 
in the various activities in the hospital. 
Whereas formerly it was a very rare occur- 
rence for patients on this ward to be rehabili- 
tated and sent home, over the past six months 
five patients with average length of stay eight 
years have gone home. The ward itself is 
‘no longer regarded by the patients as a place 
of punishment. They feel that the status of 
the ward is equal to any other ward in the 
hospital. The nurses and the psychiatrist 
are now readily approached by the patients 
to discuss their various problems and future. 
The atmosphere of the ward is now an active 
therapeutic one with patient, nurse and 


psychiatrist working hand and hand toward 


rehabilitation. 


SUMMARY 


The purpose of this study was to determine 
the effect of two factors in chronic ward re- 
covery: 1) The reorientation of the attitude 
of the nursing staff and the results of increased 
communication and rapport between psychia- 
-trist and ward supervisor, 2) The effect of 
the introduction of tranquillizing drugs on this 
relationship. This study covers the period 
1953 to 1956. The results are as follows: 

1) A marked improvement has occurred 
in the ward as reflected by diminished use of 
seclusion, E.C.T. and barbiturate medication. 

2) A marked increase in the morale of the 
nursing staff attributable to a gradual shift 
In pattern of psychiatrist-nurse relationship 
has taken place on the ward. The psychiatrist 
is no longer a figure of authority with the 
nurse in a dependent role. The nurse is now a 
more equal member of a co-operative relation- 
ship based on mutual interest, understanding 
and tolerance. This has led to increased identi- 
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fication of the nurse with her ward and pa- 
tients and thus to a better therapeutic at- 


3) By integration of the ward into the 
activities of the hospital, the status of the 
ward was raised, helping to make this special 
group socially acceptable to the rest of the 
hospital population. 

4) The project resulted in marked improve- 
ment in self-care, work, interest in* ward 
activities and better socialization of the 
patients. Destructive and aggressive behavior 
became markedly reduced, seclusion minimal 
and interest in all hospital activities stimu- 
lated. It has been possible to send five patients, 
whose average stay in the hospital was eight 
years, home directly from this ward, whereas 
before it has been an extremely rare occurrence 
for any patient to go home directly from this 
ward. 

5) The effect of the tranquilizers may be 
summarized as follows: (a) a reduction in the 
amount of anxiety in the patients leading to 
a decrease in disruptive behavior, (b) this 
leads to increased acceptance in the staff of 
the patient, (c) it decreases the anxiety of the 
nurse, and (d) leads to adaptive behavior on 
the part of the patient. These attitudinal 
changes on the part of the nurse lead to more 
active participation and interpersonal ex- 
change with the patients. 


I wish to acknowledge the help and co-operation of the 
research team of Dr. A. F. Meszaros and Mrs. D. 
Gallagher, R.P.N., research nurse; Mrs. C. Fletcher, 
ward supervisor and her staff, for their help, interest 
and enthusiasm; Dr. M. Demay, Superintendent, who 
stimulated and caused this project to come about; and 
Dr. K. Kotlowski, Clinical Director, for his comments 
and suggestions. 
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"RECREATIONAL COUNSELING IN THE PSYCHIATRIC SERVICE 
- OF A GENERAL HOSPITAL! 


WILLIAM E. OLSON, M.D.? ann JOHN B. McCORMACK, Pu.D: 


Modern hospital psychiatry coordinates the 
efforts of several disciplines in executing its 
mission of helping patients to attain the kind 
of adjustment necessary for community living. 
The techniques of some of these disciplines 
are effective with one patient and those of 
others with another. Some patients reach but 
a tenuous level of functioning under any thera- 
peutic regimen. When the mission of a psy- 
chiatric service is to return the patient to the 
community in a matter of a few months, it is 
necessary to think in terms of initiating growth 
processes with the idea of their continuance 
after discharge. It is accordingly essential to 
concern oneself with the environment to which 
the patient returns to insure, if possible, that 
it is calculated to foster these recuperative 
processes. Our service has met with some suc- 
cess in mobilizing community resources, and 
we feel that the results justify the considerable 
energy expended in effecting them. This re- 
port contains a description of one program 
which has attracted some attention in recrea- 
tion circles and which we feel may be of equal 
interest to psychiatrists. The object has been 
to extend the techniques and facilities of a hos- 
pital discipline into the community so that 
some patients may be able to use them in 
maintaining themselves after discharge. 

It has been our experience that with sus- 
tained psychiatric treatment in the hospital 
environment withdrawn patients have come 
to participate with apparent enjoyment in 
social-recreational activities. Contact with pa- 
tients who have required rehospitalization 
here or at nearby psychiatric centers indicates 
that some tend to lapse into solitary ways on 
discharge and thus set the stage for reactiva- 
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tion of old pathological patterns of behavior. 
Our observations suggested that in several of 
these cases, specific guidance in this area— 
living through the non-working hours—was 
indicated. As a consequence, a new patient 
service was instituted which we termed Recre- 
ational Counseling. 

Though we believe that a patient should be 
encouraged to assume as much responsibility 
for his own behavior as he is able to handle, 
there are a number of patients from varying 
diagnostic groups with whom supportive ther- 
apy making minimal demands on them is indi- 
cated. There are others who experience the 
kinds of insight that enable them to mobilize 
their assets for a more rewarding adjustment 
after hospitalization than they had before who 
yet need help in utilizing their energies con- 
structively in certain areas. The vocational 
area is one in which this kind of guidance is 
traditionally given. Getting a job and staying 
on it are used by many as hallmarks of success- 
ful rehabilitation. It may even be that, because 
work adjustment is so highly regarded as a 
criterion of over-all emotional adjustment, 
some patients are specifically prepared for it 
almost after the fashion of preparing students 
to pass specific examinations. There are a 
great many other hours in a person’s day, and 
we have found that the precipitation stress 
preceding hospitalization was in some cases 
most apparent during these hours. 

The fact that this hospital is in a large 
metropolitan area and that a good proportion 
of the patients are from this area has been of 
considerable importance in treatment. Mem- 
bers of the patient’s family and of the com- 
munity are available for service on the psychi- 
atric team. A large number of the leaders of 
the social-recreational activities are volunteers 
from the community, and several of the activi- 
ties take place in clubs and community centers 
in town. There is an effort to prevent an es- 
trangement of the patient from the circles in 
which he moved prior to hospitalization. Many 
patients have given clear indication that they 
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are in greater rapport with their community 
while hospitalized than they ever were before. 
Patients who have experienced difficulties in 
making social contacts are helped by the staff 
and volunteers to make such contacts and are 
supported in them when they are made. Most 
of these men are not prepared to sustain the 
rapprochement with their social environment 
attained during hospitalization without help 
that extends into their post-discharge life. The 
Recreational Counseling Program was de- 
signed therefore to help patients maintain the 
level of social contact reached while hospital- 
ized and to guide them in the use of their leisure 
time. It is an interdisciplinary program carried 
out by the hospital Neuropsychiatric Service, 
the hospital Special Services and the City 
Recreation Department. The working unit or 
counseling team consists of a member from 
each of these groups, at present, a psycholo- 
gist, a hospital recreation worker, and a city 


recreation worker. 


Recreation counseling is available to pa- 
tients on both an individual and a group basis. 
Individual counseling is done where the psychi- 
atric staff feels that use of leisure time or need 
_ for social contact or group affiliation is a prime 
factor in the current illness. The term /eisure 
time is meant to convey the waking hours other 
than those spent at work for the majority of 
patients and the greater part of each day for~ 
those who are capable of only a marginal or 
submarginal vocational adjustment and for the 


qetized and those about to retire. 


The techniques of individual recreational 
counseling are similar to those of the counsel- 
ing psychologist with social satisfaction rather 
than job satisfaction the goal. The patients’ 
feelings about social contacts have to be worked 
with as well as the resistances caused by asso- 
ciation with such bromides as “get a hobby”’ or 
“get interested in something to take your mind 
off yourself”. The counselor and the patient 
explore the patient’s need in this area and 
work together toward its resolution. In this - 
type of counseling, the patient contact is done 
by the psychologist. He is able to call upon the 
hospital recreation section for help with regard 
to the patient’s current situation and on the 
city recreation worker for advice with regard 
to opportunities for the patient after dis- 
charge. The team members work together in 


helping the patient make contacts that can last 
after discharge. The therapist is able to follow 
up on these contacts and work through what- 
ever practical difficulties might ensue. 

To date 10 patients have received individual 
recreational counseling. The following cases 
illustrate the kinds of extramural contact that 
are made: 


Case 1: A 28-year-old, single, white male. He /iad a 
psychotic episode when he tried to make a break from 
his grandfather’s farm and live independently. Ke had 
no contacts with people his own age and felt the need 
for such contacts. During counseling he becane as- 
sociated with a social group in town and remained 
active with it after discharge. He credits the association 
with helping him maintain himself in the city. 


Case 2: A 21-year-old, single, Negro male. He became 
psychotic while in service. He complained that he never 
felt part of any group. He is a good musician and while 
in the hospital, enjoyed participation in orchestral 
groups. He was referred to and became part of a com- 
munity orchestra before discharge one remained with it 
after leaving the hospital. 


Case 3: A 36-year-old, married male. This man was 
originally hospitalized for somatic complaints, but was 
referred to psychiatry when after discharge from the 
medical service, he was unable to return to work. The 
reason given was that he could not bring himself to 
meet people. He is still a patient on the psychiatric 
service and is socializing well. Concurrently with hos- 
pitalization, he is working as a volunteer in the City 


Recreation Department. His assignment calls for a 
gréat deal of socialization and some teaching. Prior to 
this assignment, he was mixing well with other patients 
and staff. He experienced only slight distress in so 
doing, but feared that he would be unable to socialize 
outside the hospital. His experiences as a volunteer 
worker have greatly increased his confidence in this 


The counseling team reaches most of the 
patients through the recreational counseling 
groups. Each of these groups, including as 
participants the patients on a ward and the 
three team members, meets every second week. 
The patients in these groups go to group activi- 
ties together and thus accumulate a backlog 
of common social experiences. They ordinarily 
bring these experiences into the group discus- 
sions and comment on their reactions to them. 
This serves as a point of departure for obser- 
vations about their pre-hospital experiences in 
the social-recreational area and of expectations 
about the future. 

The three counselors interact freely with the 
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patients and stand on no protocol with regard 
to specific roles. Their contributions are 
weighted, however, by their different experi- 
ence. The psychologist brings to bear his 
knowledge of group dynamics and his skills in 
group therapy; the recreation workers, their 
knowledge of recreation principles and prac- 
tice. Having members from the hospital and 
city gives the team a knowledge of hospital and 
community programs and facilities. It is thus 
possible for the counselors and the patients to 
effect some continuity with respect to thera- 
peutic recreational and social activity after 
discharge. 

As indicated above, the patients have many 
social and recreational activities away from 
the hospital. In addition to these, the counsel- 
ing groups go to places in the city such as 
clubs, schools, sports centers, and community 
centers to learn what facilities are available and 
how they can be made use of. In some cases, 
patients have been initiated into groups in 
which they expressed interest prior to dis- 
charge. Members of such organizations have 
come to the hospital to talk about and demon- 
strate what goes on when they get together. 
Interest on the part of the patients has run 
the gamut from amateur ball teams to social 
clubs for those over sixty. 

Between 150 and 200 patients have been in 
recreational counseling groups. The most 
noticeable results have been in the following 
areas: : 

_1. Strengthening of existing affiliations: Pa- 
tients have indicated renewed interest in 
church activities and have reported reactiva- 
tion of memberships in lodges and clubs. Sev- 
eral have begun to think in terms of recrea- 
tional activity that involves the whole family. 

2. Formation of new ties: Contacts made 
while in the hospital have been maintained. 
Some patients of retirement age have profited 
from introduction to social groups in their age 
range. Several have become involved in plan- 
hing a program of activity to take up the slack 
caused by retirement. The authors feel that 
formal counseling such as described in this 
paper may prove particularly effective with 


the large numbers of older patients currently 
in psychiatric hospitals. 

3. Knowledge of recreational facilities and 
of how they can be used: Learning how to avail 
themselves of facilities and thinking in terms 
of such outlets have been of general value. The 
counselors also were amazed at the social, 
recreational and educational opportunities 
that existed in the community. Some patients 
have looked into the social-recreational oppor- 
tunities in communities distant from the hos- 
pital, and the city recreation department is 
helpful in this area. 

4. Mobilizing community resources: Not the 
least of the results _¢ of this program is the in- 
volvement of individuals and groups in the 
community in mental health problems. The 
program demonstrated that large segments of 
the population are willing to help if called upon 
and can be relied on to further rehabilitation 
processes when given some professional guid- 
ance. 


SUMMARY 


Where the mission of a psychiatric service 
is to return the patient to his home community 
in a relatively brief period of time, it is neces- 
sary to concern oneself with whether the en- 
vironment to which he returns is calculated to 
foster recuperative processes. One method of 
extending the techniques of a hospital discipline 
into the community is discussed. Some illus- 
trative cases are presented. The results of the 
program include 1) strengthening of existing 
affiliations; 2) formation of new ties; 3) learn- 
ing how to avail oneself of community facili- 
ties; 4) mobilization of community resources 
in fostering mental health. 
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SOME PHYSIOLOGICAL RESPONSES IN NEUROTICS 
R. S. FERGUSON, M.B., Cu.B., D.P.M. 


Psychosomatics is an everyday problem to 
the clinician. That is to say, somato-emotional 
and viscero-emotional responses exist, and 
their relationship to clinical illness is often 
suspected. But hard facts are so lacking, and 
hypothetical supposition and pattern weaving 
so rife, that the ordinary practitioner is still 
very sceptical (5). Most of them are empirical 
in their approach to medicine, and their 
scepticism is not lessened by the apparent 
difficulty in successfully applying any of the 
current dogmas of psychosomatic therapeutics. 
Articles on psychosomatics are often too 
technical ( i methodologically and 
statistically) or too| diffusely theoretical and 
philosophical (8) to appeal to those whose 
interests are strictly pragmatic. 

However, in recent years, a series of papers 
by Lacey ef al. (e.g., 10) has made some 
attempt to establish a physiological response 
pattern of a relatively fixed kind in individuals 
exposed to mild stress. In addition Alexander’s 
theory of specificity of response to various 
stresses (especially emotional) has some cur- 
rency in present day writings on the neuroses 
(1). This theory maintains that each indi- 
vidual responds to stress in one specific system 
(2) Malmo and Shagass (13) have tried to 
demonstrate the validity of this concept in the 


“™Yaboratory and its relevance to presenting 


symptoms in psychosomatic illness. Moreover, 
Deutsch (4) and Selye (16) have added the 
additional determining factors of previous 
(childhood) damage to an organ, thereby 
rendering it particularly unstable. 

The present investigations set out to estab- 
lish whether the response specificity and 
Lacey’s hierarchy of responses could be 
reproduced in a group of neurotics whose ill- 
ness was sufficiently well established to neces- 
sitate addmission to hospital. For confidence 
to exist in the results, two tests were given, 
with one month’s interval between. Great 
importance was attached to this reproducibility 
of results. If similarities are present after this 
time lapse, then the findings are demonstrably 
fixed and reliable. Certain questions relating 


to presenting symptoms, early condition‘ng, 
and the effect of personality attitude vere 
also considered. 

Mersop 


Twenty subjects (12 men, 8 women), who 
were all in-patients at a long stay neurosis 
center and whose ages ranged from 18-57, 
were all subjected to a mildly stressful ; ro- 
cedure. They were a control group used ir an 
enquiry into the action of a drug and, as sich, 
had no treatment during the interveiing 
month beyond the exhibition of a placebo and 
the ordinary exposure to a hospital environ- 
ment. They were placed in a piece of apparatus 
which measured five physiological variables 
during stress. The method is borrowed from 
Malmo and Shagass (13), and measurements 
were carried out as follows (using 5 channels 
of a 6-channel Ediswan Electroencephalo- 
graph): 

1) EEG alpha inhibition—Two electrodes 
were placed on the posterior temporo-oc- 
cipital regions, and the time during which the 
alpha rhythm was inhibited was measured in 
seconds—Channel 1. 

2) Neck muscle tensions—A copper electrode 
was placed over the sterno-mastoid muscle 
and another over the cervical spine posteri- 
orly—Channel 2. 

3) Pulse rate—Copper electrodes were placed 
on the volar aspects of the wrists as in lead I 
of the ECG—Channel 3. 

4) Finger pressure—To measure the extent 
of finger pressure, the hands were placed on a 
cross board, with the index finger of each hand 
resting on a carbon microphone—Channel 4. 

5) Respiratory disturbance—An elastic web- 
bing belt was fitted round the subject’s lower 
chest, having a sewn-in microphone with 
cellulose packing in such a way that chest 
movements during respiration were recorded. 


. This was a somewhat crude method, but it did 


reveal alterations in the respiratory rhythm 
when this occurred—Channel 5. These partic- 
ular systems were chosen because of the ex- 


perience of others, who found respiratory 
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disturbances (13) and skeletal muscle tension 
(9, 13, 15) the most delicate measures of 
anxiety. 

The subject was installed in a chair with 
these various attachments, and the stress was 
provided by a stroboscope flashing at 17 cps, 
mounted on a metal arm an inch or two from 
his face. In addition, a loud whistle blast was 
used to evoke the startle response. In a small 
pilot study using six hospital staff, it was 
ascertained that non-neurotic individuals tol- 


erated these stresses easily. was as 


follows: 

The patient was told that - was being 
tested for ability to relax, and that during this 
test, sometimes the light would flicker and 
sometimes he would hear a whistle blow. It 
was emphasized that he must try to remain 
completely relaxed throughout. After being 
installed in the apparatus, 3 minutes were 


allowed for a resting pattern to become 


established. For the fourth and fifth minutes, 
the light flashed continuously, the patient 
being asked to open his eyes for 20 seconds and 


then close his eyes for 20 seconds throughout 


this time. No stimulus was given during the 
sixth minute, but at the beginning of the 
seventh minute, the whistle was sounded. 
During the eighth and ninth minutes, the 
light was again switched on as before; the 
tenth minute was a rest period; and the whistle 
sounded again at the beginning of the eleventh 
minute. Recording ended after 11 minutes as 
this was felt to be as much as the neurotic 


patient could well be asked to tolerate (fig. 1). 


Early conditioning—A careful enquiry into 
each patient’s medical history was carried out, 
particularly with a view to repeated illness in 
an organ (e.g., recurrent bronchitis) in early 
life and childhood, or one grave illness, or 


even the presence of a dramatic chronic illness 
in a parent or other adult to whom the subject 
was chronically exposed, or with whom he or 
she closely identified (e.g., maternal asthma). 

Personality attitudes—Each patient was 
assessed as predominantly 1) “anger-in’’, if he 
regularly suppressed his emotion; (2) “anger- 
out”, if he were free and outgoing in his 
behavior and verbal comments; and 3) “an- 
xiety”, if he were characteristically anxious, 
apprehensive, or frightened. This is a classifi- 
cation given by Funkenstein ef al. (7). The | 
judgments were clinical and were based on 
observation of the patients in therapeutic 
groups, ward behavior, and individual inter- 
views, and were made after consultation with 
ward sisters, charge nurses, and psychiatric 
colleagues. 


TREATMENT OF DATA 


1) Alpha blocking time. In the opinion of 
Davis (3), Ulett et al. (17), and many others, 
alpha rhythm is only present when the subject 
is relaxed and reasonably tranquil. The time 
interval in seconds during which the alpha 
rhythm was inhibited following applications of 
the four stresses was therefore measured—5 
seconds and above counting as 5 (maximal). 
The average of the four responses was taken 

as “alpha blocking time”. 

2) Neck muscle and finger pressure. In both 
these cases maximal pen excursion was given 
an arbitrary score (4) and was estimated 
visually. A flat tracing had the score O. Some 
tense individuals had considerable muscle 
activity even at rest and could not relax. All 
the “stress” scores—S—were added together 


(the 4 minutes of light flicker and the two 
half minutes which followed whistle blast), and 
the resting scores—R—(the remainder of the 
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TABLE 1,—T. Scores 


Can No, Ashe Nock Muscle Tension | Flager Presrure Respiratory 
i 2 i 2 i 2 i 2 i 2 

2 56 58 49 47 56 42 64 58 34 66 
4 (S) 30 57 60 53 63 58 45 50 63 54 
6 (X) 56 40 55 58 42 53 45 50 49 58 
7 (S) 56 58 55 47 46 53 45 55 34 4) 
. 9 G) 36 36 49 53 46 53 36 50 49 5: 
il 56 30 49 47 42 42 54 55 34 4! 
13 (S) 42 44 55 53 70 53 36 50 34 41 
15 (S) 56 58 70 64 42 42 54 42 34 41 
18 56 58 42 S8 | 42 70 64 42 34 4} 
19 42 40 42 47 42 62 64 59 49 41 
21 (S) 56 58 42 53 46 42 54 42 62 70 
22 (X) 57 58 64 64 63 66 49 59 54 53 
23 42 58 42 47 42 42 54 42 54 7 
26 56 57 42 47 46 58 45 59 70 5! 
29 (S) 42 44 55 47 56 53 36 42 49 51 
32 42 44 42 53 42 42 58 42 41 41 
33 56 48 42 64 42 53 45 42 41 41 
37 (S) 56 58 42 53 46 64 58 70 54 47 
38 56 48 60 47 42 70 45 42 54 5! 
39 48 48 42 47 59 42 45 55 54 58 


S = Same peak response in test-retest. 
X = Only 0.01 sigma short of peak value. 


test) were subtracted; thus S-R gave a single 
score in each case. As explained elsewhere 
positive and negative signs were ignored (6). 

3) Similar S-R values were obtained for 
pulse rate by counting the rates during stress 
and resting periods. 

4) Respiratory deviations were scored as 
for alpha blocking time—5S seconds being 
again maximal and the average of four readings 
being the definite score. 

To make the results intelligible, the fre- 
quency distributions of all measurements were 
expressed in T. score form. The T. scale was 
devised by McCall, and it consists essentially 
in “normalizing” the distribution (18). Equi- 
valent scores in a normal distribution replace 
the original test scores by reference to tables 
of areas under the normal curve. The new mean 
is now given the value 50, and each standard 
deviation has the value 10. 
> This makes comparison between different 
physiological systems possible, for the units 
now have identical meanings in each case. That 
is to say, if a man scores 50 for pulse rate 
variability and 50 for respiratory deviation, it 
means that he responded to the stress to the 
samie extent in both systems, and these re- 
sponses were the average ones for the group. 


On the other hand, if he scored 70 in muscle 
tension, this indicates that his response was 2 
standard deviations above the average of the 
group in this physiological measure (table 1). 
Results were examined to see whether 
Alexander’s contention was true that each 
individual responds maximally in the same 
physiological system on each occasion, with 
the Malmo and Shagass elaboration that this 
system was linked to the presenting complaint. 
The reproducibility of a hierarchical pattern of 
responses was also examined. To compare the 
patterns of responses, reaction profiles were 
constructed (following Lacey) with T. scores 
on the ordinate and physiological systems on 
the abscissa (fig. 2). The similarity between 
the profiles is calculated by the number of 
reversals in position in the hierarchy which 
take place in comparing the first and second 


tests. Lacey used this concept of reversals 


after pointing out how difficult it was to ex- 
press the similarity of reaction profiles in any 
simple quantitative manner, for no accepted 
statistical technique exists. The calculations 
are made as in the following example—profile 
21: alpha suppression > finger pressure > 
neck muscle tension > pulse rate variability 
but < respiratory disturbance, and so on, on 
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the first occasion. On the second occasion, 
alpha suppression is again > finger pressure, 
but in three variables the values are reversed, 
e.g., finger pressure is now < neck muscle 
tension. Case 21 is therefore said to have three 
reversals. A total of 10 reversals is possible, 
and we follow Lacey proportionally in con- 
sidering four reversals or less a comparatively 
stable pattern, though admittedly the criterion 
is no better than a subjective impression on 
looking at the profiles (fig. 2). 


RESULTS’ 


Specificity: Peak values in the same system 
were recorded from 8 out of the 20 subjects in 
the test-retest comparison (table 1). Two 
others (nos. 6, 22) came so very close (only 0.1 
sigma difference) that it was tempting to 
include them also. The number 8 is significant 
at the 5 per cent level of confidence (10 at the 
1 per cent level). The average age of the 


TABLE 2.—FREQUENCY OF DISTRIBUTION OF 
REVERSALS IN TEST-RETEST PROFILES 


R. S. Ferguson . 


consistent reactors was 38.5 (10 subjects) 
against an average of 33.3 (10 subjects) whose 
peak response differed in the two tests. 

Reaction profile: Lacey (11), working with 
children and carrying out his retest almost 
immediately, i.e., within the hour, was ablc to 
show a fairly coherent and consistent patt=rn 
of responses for each individual, i.e., 90 er 
cent of his population had 8 reversals or ::ss 
out of a possible 15 reversals, and 50 per cent 
had 4 reversals or better. On the same ana! ogy 
here (see table 2) 80 per cent had 6 reversa!: or 
better, and 40 per cent had 3 reversals or 
better. This group therefore does not show as 
much consistency, and since increasing «ge 
appears to improve the consistency, oer 
explanations for the difference must be sought. 
It is possible either that the month-long ga» is 
responsible for the difference, or that neuroi ics 
vary more than normal children. Yet neurot ics 
are believed to be more susceptible to stress, 
hence their illness (14). The results of others 
have been inconclusive, even the very careful 
studies of Wenger (19). 

Table 3 selects out the consistent reactors 


in all) and compares their responses with 

0 1 1) the presenting symptom, 2) the organ which 

1 1 seemed most likely to be weakened by early 

2 2 conditioning, and 3) personality attitudes. 

3 3 Only one case (no. 21) shows correspondence 

between early conditioning and physiological 

6 4 response. The presenting symptom was related 

7 3 to the responses in two individuals (nos. 13, 

8 0 15). On the personality classification, 5 were 

Pe assessed as “anger-in”, 2 as “anger-out”, and 

only one “anxiety”’ (the corresponding numbers 

TABLE 3 a 

‘Case No. Consistent Response Early Conditioning Presenting Symptom Personality Attitude 
4 Finger pressure Recurrent bronchitis Insomnia, eczema Anger-in 

a 9 Respiratory disturbance | Nil known Compulsions (counting) Anger-out 
os 13 Finger pressure Juvenile convulsions Pains in head, chest, legs Anger-in 
15 | Neck muscle tension Nil known Feelstenseandstrungup | . Anxiety 
at Respiratory disturbance | Pneumonia, pulmonary | Pain in back Anger-ou' 
tuberculosis 

Pinger pressare Nil known Panic attacks Aager-in 
| 37 ~— | Pulse rate var Deformity of chest Lack of energy Anger-in 


" 
( 
« 


respectively). 


DISCUSSION 


‘In 8 out of 20 neurotic individuals, peak 
reactivity was obtained as a stress response in 
the same physiological system. There would 
seer. therefore to be a tendency towards 
physiological constancy. What factors operate 
as determinants of the particular system in 
each case? Selye’s teaching, well argued by 
Le Vay (12), is that this system is a “target 
organ” and is prone to become disorganized 
sufficiently to arouse symptoms if at any time 
the organism is exposed to more stress than it 
can well tolerate. For Selye, in fact, any 
illness can be described in terms of a stress 
syndrome, a faulty pattern of adjustment. 
Furthermore, the system yielding such symp- 
toms will be a target organ by virtue of its 
having been notably weakened by some 
previous infection or injury, especially in early 
life. This brings Selye very close to Deutsch’s 
view (4), that organ disorder in childhood 
(together with overt personality attitude and 
compliant environmental situations) deter- 
mined to a large extent the disorder that takes 
place in later life—not a great advance on 
Adler perhaps, but progressing a little way 
from symbolism. 

Three questions might reasonably be asked 
then of any investigation in this field: 1) What 
is the relationship between the presenting 
symptom and the individual’s particularly 
vulnerable physiological system—his target 
organ? 2) What is the relationship between 
early conditioning and symptomatology in 
neurotic illness in later life? 3) In these cases 
in which a constant peak response is obtained, 
did early conditioning decide which physio- 


- logical system would be maximally responsive? 


So far as the first question is concerned, two 
cases, it seems, respond with the same system 
as yields their symptoms (nos. 13, 15). But of 
the 8 under consideration, only 4 offered a 
somatic complaint as their presenting symp- 
tom, and, furthermore, the present battery 
Was a small one and did not by any means 
cover all possible reactions. Behind the results, 
therefore, other consistencies may lie hidden, 
and in future work it would seem better to 
design a battery for the individual cases in 
order to adequately test this hypothesis. 
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TABLE 4 


eee Early Conditions 


37 | Asymmetrical chest 


19 | Bronchitis +++ 


39 | Headache at menarche} Headache 


13 | Juvenile seizures Pain in head, chest, 


legs 


7 | Atrophic testes and | Asthenia and impo- 
impotence tence 


Pains in back and 
tuberculosis rectum 


Cough, worry, loss of 
weight 


4 | Recurrent winter bron-| Insomnia, eczema 
chitis 


In the second place, of the 20 cases, 8 pre- 
sented evidence of early conditioning (table 
4). Of these 8, only 2 had complaints in their 
present illness referable to the conditioned 
system. Here again though, there are possible 
explanations for this rather low figure. These 
were all severe neurotics who had been ill for 
more than six months—in most cases for 
several years. At various times in the past the 
complaints in previous stages in the illness 
might have been more relevant. For example, 
case no. 37, although presenting at the time 
of the investigation with asthenia, had had an 
illness 3 months previously when he com- 
plained of shortness of breath and pain in the 
chest. On that occasion he had been investi- 
gated by a chest physician, and no organic 
disorder was found, apart from his asym- 
metrical ribs. In this neurotic episode, of 
course, he was showing symptoms in the system 
which we are here referring to as conditioned. 
It is a well-known fact that once a neurosis is 
established firmly, free-floating anxiety may 
attach to various objects, ideas, or anatomical 
structures. The symptoms possibly arise in the 
originally incriminated system and migrate 
later. It was quite obvious in fact that cases 4 
and 21 were considerably handicapped by 
loss of elastica in respiratory tissue, but they 
had ceased to complain of that although it is 
possible that their original complaints were of 


Presenting Symptoms 
Asthenia (but previ- 
ously?) 
Backache 
21 B 
2 | Mother asthmatic ae 
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this kind. Both had been in indifferent health 
for years. 

In the third place, early conditioning might 
have been expected to identify the system in 
which maximal response would be obtained. Of 
the 8 who did produce a consistent response, 
three had had a good deal of trouble in early 
life localized in the chest, and yet in only one 
was the respiratory disturbance score highest 
on both occasions. In all, 5 out of the 8 had 
recognizable early conditioning, but only one 
of the five responded to stress consistently in 
the corresponding system (table 3). 

There remains the further question of 
personality attitudes and response specificity. 
It emerges (table 3) that of the consistent 
reactors 62.5 per cent are “anger-in”, 25 per 
cent are “anger-out”, and 12.5 per cent are 
characterized by “anxiety”. Bearing in mind 
the small number involved and the absence of 
any formal test of personality applied to all 
the individuals, the results do seem to lend 
little support to the hypothesis that anxious 
people respond to stress in an elective manner, 
with the corollary that the “anger-in” group 
is more constant (presumably this is the type 
Alexander refers to as vegetative neurosis). 

On the whole, considering the limited range 
of the battery of tests used, and the very 
wide range of possible physiological responses, 
there are indications that some regularity ex- 
ists. Behind this regularity, more orderliness 
may lie, if more stringent experimental meth- 
ods are used. By casting the net wider in future 
work, further identities and specificities, at 
present hidden, may be revealed. 


SUMMARY 
A group of 20 neurotic subjects was exposed 
to mild stress on two occasions with an interval 
of one month intervening, and some physio- 
logical responses were measured on each oc- 
casion. Peak response was obtained in the 


_ game system in 8 out of 20 subjects. Patterns _ 


of response do not appear to follow a rigid 
hierarchical schema. The consistent reactors 
had a higher average age than the inconsistent 
reactors. In only a small minority of cases did 
the elective physiological system in which peak 
values were obtained on both occasions cor- 
respond either to the presenting symptoms or 
the locus minoris resistentiae. 

Those individuals whose personality at- 


titudes were characterized by suppression of 
anger were more consistent reactors than the 
other groups. 


I am greatly indebted to Dr. L. Minski, Belmont 
Hospital, Sutton, Surrey, England, for permission to 
carry out these investigations, and to Professor Mar!in 
Roth for helpful criticism and advice. 
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= THE STRUCTURE OF EMOTION 


II. The Physical Basis of Anxiety 


D. STANLEY-JONES 


The nature of anxiety has been a major 
probiem of psychology for over fifty years. The 
problem is still unsolved. It is possible, how- 
ever, that the study of the earliest manifesta- 
tion of anxiety, that is in a screaming infant 
deprived of the breast, coupled with a knowl- 
edge of infantile physiology, may yield a clue 
to the physiology of anxiety in the adult. 

‘The emotional life of breast-fed infancy is 
mediated almost exclusively in terms of its 
three oral reflexes, namely oral-sucking, oral- 
biting, oral-crying. These are the foundation 
of its mental life and of the later superstructure 
of its personality as an adult. The structure of 
the oral triad is such that oral-sucking and 
oral-biting are co-operative antagonists that 
work in balanced opposition in the taking of 
food, while oral-biting (closure of the jaw) 
and oral-crying (opening of the jaw) are 
mutually exclusive and non-codperative an- 
tagonists, the third reflex upsetting the balance 
of the other two. As pacemakers to the bowel 
and the autonomic system as a whole, the 
polarity of oral-sucking and oral-biting is 
reflected in the polarity of the digestive move- 
ments of the bowel, in the opening and closing 
of the nearer sphincters, indirectly in retention 
and evacuation at all the pelvic orifices, and 
in the vasomotor reflexes of heart and blood- 
vessels that are concerned in the maintenance 
of thermostasis (30). 

The oral reflexes are concerned also with 
the primary emotions of lust and rage: oral- 
sucking is the physical substrate of lust; oral- 
biting, of rage. The integration of lust with 
tage, of love with hate, is a physiological 
process, and their partition or dichotomy (as in 
the (Edipus complex) is both unhealthy and 
unnecessary. This view is based upon struc- 
tural arguments and on the step-by-step 
homologies that have been drawn from the 
visceral and vasomotor functions of the 
autonomic; for these, it is maintained, are the 
physical substrate for the emotions (30). 
‘The third element of the oral triad is oral- 


crying. Oral-crying involves an opening of the 
jaw, it is a direct antagonist of oral-biting 
which closes the jaw. Moreover, it is mechani- 
cally incompatible with oral-sucking. By inter- 
fering with both elements necessary to feeding, 
it destroys the co-operation between them. 
The balanced opposition gives way to dis- 
harmony, and integration is replaced by 
dichotomy. Oral-crying is a sign of physiologi- 
cal failure. | 

The three elements of the oral triad are 
related each to its specific emotion. Oral- 
sucking is the expression of lust, oral-biting of 
rage, oral-crying of anxiety. 

The structural pattern of anxiety, in its 
relation to lust and rage, is identical with that 
of oral-crying in relation to oral-sucking and 
oral-biting. Just as oral-crying appears in 
place of oral-biting and indicates a breakdown 
from a tolerable to an intolerable sensation 
(such as hunger or pain), so anxiety appears 
in place of rage and indicates a breakdown 
from a tolerable to an intolerable degree of 
emotion. In brief, anxiety betokens a break- 
down of homeceostasis or physiological tran- 
quillity. 

Oral-biting hate is not, in itself, a threat to 
homeeostasis. On the contrary, as a partner 
to oral-sucking love, it is as essential for the 
proper maintenance of homceostasis as is the 
orthosympathetic essential to the parasym- 
pathetic. Neither of this polar couple can 
dispense with the moderating influence of its 
fellow. Biting is a necessary adjuvant to 
sucking and swallowing. In the sexual sphere, 
hate and its associated orthosympathetic are 
necessary to supply the dynamic of chase and 
capture, or the more civilized counterparts of 
courtship, rivalry and earning a living. With- 
out that energy of life that derives from 
oral-biting hate, there could be no procreation 
of children, no fighting of the male for the 
safe guarding of the pregnant mother, no 
fighting of the female for the protection of her 
young. The role of hate as the complement to 
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love is as necessary in the economic struggle 
for human existence as in the primitive condi- 
tions of the jungle. The orthosympathetic 
supplies the dynamic for the will to survive. 

The interplay of the three members of the 
oral triad and their several emotions is evi- 
denced clearly in the behaviour of the infant 
who is struggling with the pains of dentition. 
There are three ways of dealing with, or 
responding to, the problem of an erupting 
tooth: by sucking, biting, or crying. If the 
pain is only slight, the infant can maintain its 
defences by vigorously sucking its thumb or a 
dummy; this reinforces the parasympathetic 
half of the autonomic which, as a constant 
element of the feeding-cycle, tends to restore 
the emotional balance toward the eupeptic 
sleep of contentment. Oral-sucking by itself, 
however, can deal only with pain of minimal 
intensity. 

The second way of dealing with a painful 
tooth is to bite on it. For this purpose a ring 
or bone or other hard object is supplied. If the 
tooth is not yet through the gum, biting will 
assist its progress. When reinforced by bouts of 
thumb-sucking, biting on a tooth serves to 
mobilize the orthosympathetic defences of the 
ego and helps to maintain emotional stability. 
The infant may fret and whimper, it may need 
the outside help of maternal caresses; but 
provided that the pain is within its threshold 
of tolerance, there is no actual breakdown of 
the ego into screaming. Homceostasis is 
preserved by the co-operative balance of oral- 
sucking and oral-biting. 

If, however, the pain or other source of dis- 
tress is greater than the limits of tolerance, 
the defences break down and disintegrate into 
the screams of anxiety. Neither oral-sucking 
nor oral-biting can now be achieved, their 
harmonious interaction is inhibited, and the 
stability of the ego is shattered. Oral-crying 
anxiety indicates a breakdown of physiological 
homceostasis. 


The problem of anxiety in the adult is 
more complex than in the howling infant, 
largely because an adult does not give vent to 
his emotion by oral-crying. Other avenues of 
discharge have to be employed when a rise of 


tension endangers the preservation of homceo- 
stasis. 


The first response of the body to a disturbing 
emotion is a quickening of the heart-beat. This 
raises the temperature of the blood by the 
oxidation of glucose, and brings into play the 
defences against overheating; mainly an 
unconscious dilatation of the vessels of the 
skin mediated by the parasympathetic 
quarters in the anterior hypothalamus. ‘he 
parasympathetic thus automatically and n- 
consciously comes into action as a buffer to 
counter the first appearance of emotion. ‘he 
level on which this buffering action takes p' ice 
is that of thermal equilibrium. There is no 
threat to homceostasis at this stage and corse- 
quently no anxiety. 

There is a limit, however, to the capacity 
of the autonomic buffer to absorb emotior at 
the thermal level. The emotional tension 1: ses 
then to the oral zone and at this stage enters 
consciousness. Anger may be controlled by 
clenching the teeth and by the other postural 
actions of rage. Fear may be relieved by a good 
healthy shriek. Still the emotions are primary, 
their discharge is physiological and no anxiety 
has appeared. 

Anxiety enters only when the oral or 
muscular discharge of emotion has been 
blocked. To take a specific instance of the 
discharge of emotion on the thermal level: a 
member of the audience at a lecture hears a 
reference to himself or his work. Immediately 
he feels a vigorous thumping of the heart, 
followed by racing for half a minute or more. 
This is the neural response mediated by the 
autonomic. About ten or twenty seconds later, 
if the emotional’ discharge has been above a 
certain threshold, he will feel an uncomfortable 
gripping sensation in the abdomen which is 
identical with the pangs of anxiety. This sensa- 
tion is due to the entry into the blood-stream 
of a quantum of adrenalin, secreted by the 
adrenal glands at the behest of the orthosym- 
pathetic. The adrenalin takes a few moments 
to reach the abdominal vessels, which respond 


‘by contracting; it is these contractions which 


are felt as the visceral pangs of anxiety. Vaso- 
constriction in the abdominal blood-vessels 
raises the blood-pressure and diverts the blood 
from the interior towards the surface. 

If the meeting had been a political one, at 


which interruptions are tolerated, the listener 


could have vocalized his emotion, and perhaps 
risen to his feet to protest; in which case 


| 
i 
| i 
i 
| 
| 
§ 
| 
| 


ar peas 


e 


tos 


The Structure of Emotion 249 


there might not have been the visceral sensa- 
tions of anxiety, for anxiety is due to a block- 
ing or inhibiting of the motor effects of an 
orthosympathetic discharge. 

With or without vocalization, the heart 
continues to race, to generate heat, to warm 
the blood. This brings into action the parasym- 

etic defences against over-heating. The 
blood is diverted to the surface where it loses 
its heat. This may not enter consciousness, or 
it may cause the familiar sensation of “feeling 
hot all over”; a flushing of the cheeks, visible 
to others, betokens an overflow of the same 
thermostatic mechanism. After a while, the 
heart ceases to race, the skin no longer feels 
hot, the emotion disappears. The orthosym- 
pathetic discharge has been converted into 
heat, and has been neutralized at the thermal 
level by the appropriate response of the para- 
sympathetic. Homceostasis of body and tran- 
quillity of mind have been restored by the 
co-operative antagonism of the two ends of 
the hypothalamus. 

A definition of anxiety in physiological 
terms may now be formulated. Anxiety is 
quantitatively due to aggression that has been 
repressed, to orthosympathetic activity (be it 
in rage, fear, hate or the animal responses of 
flight or fight) which has failed to achieve its 
proper motor release on account of inhibitory 
factors operating from within the organism 
ilself. It remains now to test this formulation 
against the two major types of pathological 
anxiety, namely thyrotoxic goitre and the 
anxiety-neurosis that follows the practice of 


interrupted coitus. 


* * * * * 


Thyroid disease manifests itself either by 
under (hypo) or over (hyper) activity of the 
gland. In hypothyroidism, myxcedema or 
cretinism, the pulse-rate and respiration are 
slowed, there is muscular flabbiness and weak- 
ness, the power of shivering is défective, 
oxygen-consumption and basal metabolic rate 
are reduced almost to one half in severe cases. 
Correspondingly, it is these six elements whose 


‘Wnatural augmentation is so prominent a 


feature of the opposite condition of toxic 
goitre or hyperthyroidism. An early and 

ostic feature of toxic goitre, as yet unex- 
plained, is the fine tremor tested by. examining 
the outstretched hands. This is surely to be 


correlated with the reduction in the power of 
thermal and emotional shivering in hypothy- 
roid states. 

The six elements whose balance is upset in 
the polar diseases of myxcedema and toxic 
goitre, namely pulse-rate, respiration, muscular 
tone, shivering, oxygen-consumption and 
metabolic rate, are those which are principally 
concerned in the autonomic response to ther- 
mal change. The parasympathetic defence 
against over-heating involves a slowing of the 
pulse and respiration, reduction of muscular 
tonus, of oxygen-consumption and basal 
metabolic rate. The orthosympathetic defence 
against over-cooling operates through a 
quickening of pulse and respiration, an in- 
crease of muscular tonus together with 
shivering, an increase of oxygen-consumption 
and of metabolic rate. 

Thyroid disease, in both its aspects of plus 
and minus, may be interpreted as a chronic 
inadequacy or breakdown of the mechanisms 
of thermostasis. The thyroid is one of a trio 
of glands which are jointly responsible for the 
maintenance of temperature. This is effected 
principally by alterations in the rate or work 
of the heart, which is the primary source of 
heat for the body at rest. The adrenal medulla 
(secreting adrenalins) is the short-term or 
emergency thermostat; the adrenal cortex 
(secreting cortins) responds to medium, the 
thyroid gland to long-term changes of tem- 

ture. 

A brief chilling of the environment brings 
about an orthosympathetic discharge and a 
secretion of adrenalins, followed by a raising 
of the heart-rate by twenty or thirty beats a 
minute, with corresponding increase of oxygen- 
consumption and heat production. A longer 
drop in temperature, such as a change in 
weather, stimulates the secretion of cortins. 
Still slower alterations in temperature, such as 
a climatic change on moving from temperate 
to arctic regions, or on passing from summer to 
winter, increase the size and activity of the 
thyroid gland whose hormones (thyroxin and 
the other iodo-thyronins) serve as the long- 
term potentiator of the rate and strength of 
the heart. 

The adrenal cortins stand, in the ther- 
mostatic team, midway between the slow- 
acting thyroid hormones that take up to 
twenty-four hours to achieve an effect which 
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persists for a fortnight, and adrenalin whose 
action comes on in an emergency and subsides 
after a few minutes. Adrenalectomy in adult 
rats decreases oxygen-consumption: by ten per 
cent, and these rats are always hypothermic 
(13). Administration of cortins to such animals 
restores the BMR and the temperature toward 
normal, though in whole rats they have little 
or no effect on these functions. This is in line 
with the essentially homeeostatic nature of 
adrenal-cortex function. There is a similarly 
restorative influence on the blood-sugar, which 
is par excellence the fuel for thermostasis: the 
cortins tend to raise the level in insulin- 
hypoglycemia, and to lower it in adrenalin- 
hyperglycemia (27). 

In Addison’s asthenia, thermal homceostasis 
is not greatly disturbed, and there is little or no 
lowering of the BMR. The patient’s inade- 
quacy is masked so long as environmental 
stress is absent. These patients, however, have 
little in reserve, and they often feel the cold 
acutely. Although the rate of the heart may 
be normal, its thermal output per beat is 
reduced because of the abnormally low blood- 
pressure against which it has to work. With a 
. chronic deficit of circulating cortins, the heart 
is able to supply only the basal requirements 
of heat-production; it cannot rise to an 
emergency, whether that be prompted by an 
injection of adrenalin, a small dose of thyroid, 
or exposure to cold. 

The inter-relations of thyroid gland and 
adrenal cortex are mediated in part through the 
pituitary. Hyperthyroidism is believed to cause 
an increased output of adrenal-corticotrophin. 
The gluco-cortins, which alone are concerned 
with heat-production, come from the zona 
fasciculata, whose status varies under the 
influence of corticotrophin; in experimental 
hyperthyroidism this zone hypertrophies and 
then shows signs of exhaustion from overwork 
(5). The osmo-cortins, responsible for elec- 
trolyte balance as well as thermostasis, come 


from the zona glomerulosa which is not under — 


the control of corticotrophin; its output ap- 
pears to be regulated by pituitary somato- 
trophin or growth-promoting hormone. Thus 
the dual role of the thyroid hormones, katabolic 
and anabolic, is repeated in the pattern of the 
gluco-cortins which promote heat-production, 
and the osmo-cortins which act in synergy 
with somatotrophin. 


The thyroid gland is the principal thermostat 
of the body. It is against a background of 
thyroid activity as coarse adjustment that the 
finer responses to thermal change are medi: ted 
by the cortex and medulla of the adrenals. 

The mechanism of the influence of the 
thyroid gland upon the tissues is still obscure. 
The following facts have been established, 
however, and they support the thesis tha‘ in 
the warm-blooded creatures its principal f :nc- 
tion is that of thermostasis, in particula® as 
regards the orthosympathetic aspect of de- 
fence against external cold. 

Among the cold-blooded vertebrates, the 
thyroid hormones have no influence in fishes 
on 0 -consumption or heat-produciion 
(10, 19, 28); living in an isothermal envicon- 
ment, fishes need no thermostatic defences. 

In amphibia, the thyroid has two actions, 
namely on growth (anabolic) and on metab- 
olism (katabolic). The former accelerates 
metamorphosis and promotes increase of 
weight; the latter accelerates metabolism and 
oxygen-consumption with decrease of weight. 
These actions are distinct and separable. If 
the thyroxin molecule is acetylated, its growth- 
promoting influence in tadpoles is reduced by 
40-fold, but it is still effective on metabolism 
(11). If it is deaminated (to tetra-iodo- 
desamino-thyronine), its activity in promoting 
batrachian metamorphosis is increased 130-fold 
(22). Conversely, dinitrophenol powerfully 
accelerates metabolism but has no influence 
on metamorphosis. The two actions differ also 
in their dependence on the pituitary. Thyroxin 
promotes the growth of thyroidectomized rats 
only if the pituitary is present, possibly by 
evoking the release of the pituitary trophic 
hormones (somatotrophin, gonadotrophins, 
adrenal-weight factor and the rest); its meta- 
bolic action, however, is largely, if not wholly, 
independent of the pituitary (1). 

The thermostatic significance of the thyroid 
hormones comes out clearly in these actions in 
the amphibia. Thyroxin accelerates oxygen- 
consumption and heat-production only in 


terrestrial amphibia, that is, in the adult stage. 


of certain species; it has no action on metab- 
olism in the larval water-dwelling forms, nor 
in those species such as Necturus (mud-puppy) 
(32) which are aquatic in adult life. On the 
isothermal water-dwelling amphibia and their 
larve, thyroxin acts only as a growth-factor; 
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it hes no influence on heat-production. Among 
reptiles, the python which lives wholly on 
land reacts to thyroid by greatly increased 
metabolism with loss of weight (15). 

Similar arguments apply to adrenalin, the 
thir’ member of the trinity of thermal con- 
rol. This likewise is without effect on fishes 
~) whereas in man a single injection will 
increase the BMR by 25 per cent for half an 
hour; this effect is stated to be absent in 
Addison’s asthenia, and greatly exaggerated 
in hyperthyroid disease (35). 

The inference from this sequence of ob- 
servations in comparative physiology is that 
the thermostatic hormones act as a synergic 
team in the land-dwelling animals that need 
thermostatic control, but have no influence on 
oxygen-consumption and heat-production in 
the isothermal fishes and the aquatic forms of 
amphibia. 

In mammals, the thermostatic role of the 
thyroid gland is evident. Release of thyroxin is 
increased by cold and decreased by heat 
(12, 35). Most forms of external stress cause a 
fall in the production of thyrotrophic hormone 
and a rise of adreno-cortiocotrophin, in accord 
with the pituitary hormone-shift of Selye’s 
syndrome of general adaptation; cold as a 
stressor, however, appears to cause a shift in 
favour of thyrotrophin at the expense of corti- 
cotrophin. 

There is a notable exception, however, in the 
case of hibernating mammals, in whom the 
thyroid gland gives a poor response to artificial 
cold, while the’ adrenals shrink instead of 
enlarging (6). In other non-hibernating mam- 
mals that have been tested, the onset of winter 
(or a cold environment) brings about an 
enlargement of the thyroid gland (26), and 
increases the total oxygen-consumption both 
of the whole animal and of isolated tissues (34). 
Warmth and summer have the opposite effects 
(2). How intimately are these changes related 
to the thermal aspect of the environment is 
shown by an experiment on white mice whose 
fur was dyed black, thereby lessening their 
heat-loss by radiation; the oxygen-consump- 
tion of these blackened animals was signifi- 
cantly lowered (31). 

The site of the thyroid gland is most ad- 
mirably chosen for its thermostatic function; 
it lies under the skin directly against the 
hollow windpipe, occupying a thin partition of 
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the exposed neck in contact with air on both 
sides. In quiet respiration, the temperature of 
the tracheal air is little below blood-heat, most 
of the warming having taken place during its 
through the nose. The combination of 
cold air and increased ventilation, however, 
shifts the thermocline downwards into the 
trachea (4). The thyroid gland lies firmly 
bound to the upper part of the trachea just at 
the zone where the widest and most rapid 
variations of body-temperature occur with the 
minimum of stimulus, being brought about 
by increased depth of respiration as the first 
response to cold. There is some evidence that 
the activity of thyroid cells is directly stimu- 
lated by cold; it is practically certain that they 
function independently of neural control. 


* * * * * 


Thyroid hormone appears to act on the body 
as a whole, rather than on isolated tissues. The 
metabolism of normal tissues in viiro is un- 
changed by the addition of thyroid hormone. 
The only exception to this rule concerns the 
myocardium, on which it has been demonstrated 
to have a direct action, increasing both its 
rate and force, and therefore its output as the 
chief heat-producer of the body. In explanted 
fragments of cardiac muscle taken from two- 
day-old chick embryos, that is before the 
appearance of nerve elements, “thyroxine 
exerted its typical effect on the frequency of 
pulsation and contractibility of such fragments, 
bringing about a greater increase in rate, end- 
ing in some cases in fibrillation and paralysis. 
These results constitute evidence that in 
clinical hyperthyroidism the tachycardia is 
due to the action of thyroxine directly on the 
myocardium and not on intervening nerve 
elements” (18). The effect was well marked 
within twelve hours. 

In no other tissue or organ has this in vitro 
susceptibility to thyroid been satisfactorily 
demonstrated. This may be due, in part, to 
the difficulty of keeping isolated tissues alive 
long enough for the thyroid hormones to take 
effect. An isolated rabbit-heart is not affected 
(during its eight hours of survival) by adding 
thyroid hormone to the perfusate (16); if, how- 
ever, the thyroxin has been administered some 
days before killing, the perfused heart exhibits 
tachycardia, and will continue to beat with an 
accelerated rate when fed with normal per- 
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fusate (16). Certain other tissues from thy- 
roxinized animals (rats) show this port-mortem 
maintenance of increased oxygen-consump- 
tion; these include the liver, kidney, and 
respiratory diaphragm (20), all of which are 


secondarily concerned in heat-maintenance by 


supplying the heart with its fuel and elimi- 
nating its waste-products. Thyroid hormone 
has no influence on the oxygen-consumption 
of the brain, gonads and genital organs, lymph 
nodes, thymus and spleen (1), none of which is 
directly concerned with thermostasis; nor has 
it any accelerating effect on the metabolism of 
cancerous tissue (21). 

It is reasonable to conclude, then, that the 
heart is the target-organ of the thyroid hor- 
mones. An ingenious experiment with a 
transplanted heart lends additional support to 
this view. The heart of a small dog was trans- 
planted into the neck of a large dog, with 
arterial anastomosis to ensure continuity of 
circulation. On giving a small dose of thyroxin 
to this double-hearted preparation, the trans- 
planted heart responded with an increase in 
rate, whereas the rate of the original heart was 


barely affected (24). It is not possible to 
_ attribute this sensitivity of the foreign heart to 


the trauma of transplantation, for injured 
tissues in general respond less rather than 
more to chemical stimuli. Although the pos- 
sibility of vagal slowing of the main heart 
cannot be excluded, it is generally believed 
that this has little influence (under physio- 
logical conditions) on thyroxinized prepara- 
tions; indeed, there seems to be no neural 
mechanism which can protect the heart from 
the assaults of the thyroid gland. The explana- 
tion of the small heart’s response to a concen- 
tration of thyroxin which had no effect on the 
large heart is presumably that the small heart 
came from a small dog, whose ratio of surface- 
area to body-weight, and therefore relative 
thermal loss, was much greater than with the 
large dog. The small heart, accordingly, re- 
sponded to a dose of thyroxin to which the 
lanze heart was insensitive. 

‘The thyroid hormones act on all parts of the 
heart-muscle. The tachycardia of a perfused 
heart (from a thyroxinized rabbit) is unaltered 
by excision of the sinu-auricular node; it per- 
sists after crushing the auriculo-ventricular 
bundle, the auricles and ventricles then beating 
independently, each pair at its own enhanced 


rate (36). Later work, however, suggests that 
the special target may be the auricles, for t!.ese 
increase their oxygen-consumption by 77 per 
cent, against the ventricles’ 22 per cent, in 
albino rats fed with dried thyroid powder (33), 

The peculiar sensitivity of the heart-muscle, 
as a tissue rather than as an organ, may be 
related to its “astonishing versatility in the 
use of its fuel supply” (25). In addition to its 
wonted glucose, it can oxidise lactate, p'ru- 
vate, fatty acids, ketone bodies and a: ino 
acids (3). 

In spite of the general belief that the thy oid 
gland acts as a regulator of cellular oxida: ion, 
no specific or abnormal effects on ti::ue- 
metabolism have yet been demonstr:'ed. 
“The increased moiety of respiration in hy per- 
thyroid tissue is not carried out by any new or 
abnormal respiratory mechanism in the cell” 
(20). Apart from the one instance of the 
embryonic heart-muscle, thyroid has been 
shown to act only in the whole and living 
animal; it works selectively on those oryans 
concerned with heat-production, and leaves 
untouched the remai . Its particular action 
in the cell is possibly as an adjuvant to the 
cytochrome system responsible for the final 
stage of tissue-respiration. Most pertinent 
hereto is the finding that human heart-muscle 
contains a concentration of cytochrome-C (a 
key factor in cellular oxidations) sixfold 
greater than that of any other tissue of the 
body (7). 

Cytochrome-C is an intracellular pigment, 
related to haemoglobin in red blood-cells and 
myoglobin in muscle. The basic molecular 
structure of these pigments is grouped around 
an atom of iron, which by a reversible change of 
valency from the ferrous to the ferric state 
enables isothermal oxidations to be carried out 
within the confines of the cell. An isothermal 
oxidation liberates the same amount of chemi- 
cal energy from the food or fuel as if it were 
burnt in a flame; but some of the energy is 


electronically stored in the form of “high- 


energy phosphate bonds”, rather than being 
dispersed as heat which would destroy the 
tissues. These phosphate-bonds are then used 
as a primary fuel for muscular and cardiac 
contraction. 

The enzyme which enables these almost iso- 
thermal changes to be carried out is cyto 
chrome-oxidase. This is present in the tissues in 
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excess of actual requirements. Cytochrome-C 
is the substrate on which the enzyme works. 
The concentration of cytochrome-C is the 
limiting factor in the reaction between the two. 
The amount of this respiratory pigment in a 
tissuc is a measure of its metabolic capacity or 
potential contribution to the thermal needs of 
the body. The thermal output of the heart, 
weight for weight, is thus six times greater than 
that of any other organ. 

The quantity of cytochrome-C in the whole 
body is a measure of the total heat production. 
It is strikingly proportional to the surface-area 
(not to the weight), therefore to the hourly 
rate of heat loss. This correlation has been 
established in mammals ranging in size from 
rat and dog to man and cow. 

Drabkin (from whose articles these facts 
about cytochrome-C have been taken) has 
come to “the unequivocal conclusion that a 
positive correlation exists between thyroid 
function and tissue cytochrome-C concentra- 
tion and content”(8). Working with albino 
rats, he has found that complete thyroidectomy 
lowers the total cytochrome-C by 43 per cent; 
in hyperthyroid rats, the total was raised by 
35 per cent, the most pronounced increase 
occurring in the heart. Adrenalectomy causes 
a reduction of total cytochrome-C by 36 per 
cent (9). 

_ This brief excursion into biochemistry is 
necessary to establish the intimate mechanism 
of the thermal control exercised by the thyroid 
and adrenal glands, on which is based the 
thermal, endocfinic, autonomic theory of 
emotion with which this essay is largely con- 
cerned. To sum up the position: the normal 
function of the thyroid gland (apart from its 
influence on growth) may be understood 
largely in terms of its role as the long-term or 
coarse adjuster of thermal equilibrium. Disease 
of the thyroid gland is quantitatively manifest 
by disturbance of that thermal equilibrium. If 
the new theory of the thermal origin of emotion 
is correct, it is to be anticipated that a distur- 
bance of the principal thermostat of the body 
will be reflectedstn the mental level by a 
correspondingly severe disturbance of emotion. 


| * . « * 
The presenting symptom of toxic goitre is 
anxiety. If this disease may be interpreted as 
@ breakdown of thermostasis, the entry of 


anxiety is to be expected, for anxiety invari- 
ably betokens a breakdown of homceostasis. 
At the thermostatic level, the physical signs of 
the anxiety-component of thyroid disease are 
so exactly those of continued over-activity of 
the orthosympathetic system and of the over- 
production of adrenalin that it is reasonable to 
suppose that this over-production does in fact 
occur. - 

The relation of thyroid disease to specifically 
orthosympathetic emotion was emphasised by 
Nolan Lewis in 1925. Among the basic points 
in his thesis on pathogenesis is the observation 
that “all symptoms of hyperthyroidism, chem- 
ical, physiological and psychological, are 
exact duplicates of those of fear.”” He concluded 
that “exophthalmic goitre is an aggravated 
form of anxiety neurosis, a structuralized fear 
at the symbolic level’’ (17). 

There was a notable increase of thyroid 
disease after the theatre-fire in Vienna in 1882, 
and after the San Francisco earthquake. 
Moschcowitz, following Nolan Lewis, repeats 
the conviction that “fear is undoubtedly the 
basis of most of the many factors that have 
been cited as the cause of Graves’ syndrome” 
(23). 

Animal experimentation entirely confirms 
these views. Wild rabbits that are confined in 
cages, and subject to the stress of fright from 
exposure to dogs or ferrets, show all the signs 
of human thyrotoxicosis (except actual en- 
largement of the gland). The microscopic 
structure of the gland exhibits the same pro- 
liferative changes in the cells that follow the 
injection of thyrotrophic hormone. The cells of 
the teatiessPsenpenaiiie for the secretion of 
thyrotrophin show signs of overgrowth and 
exhaustion, The rabbits die in a week or so, 
but if their thyroids are removed, they survive 
for months (14). 

The catena of cause and effect is evident. 
The orthosympathetic discharge from the 
posterior hypothalamus, evoked by exposure 
to a threatening situation, would normally find 
its outlet in flight to safety underground. This 
avenue of neural discharge is blocked. The 
blocking comes not so much from the walls of 
the cage (for the frightened rabbit makes only 
abortive attempts at a physical escape) as 
from an overwhelming access of terror which 
cowers it into immobility. The block is partly 
endogenous, an inhibition of muscular activity 
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through terror. The post-hypothalamic dis- 
charge is driven therefore to the pituitary, 
causing Oversecretion of thyrotrophin. This 
acts on the thyroid causing overactivity of the 
cells with all the usual symptoms of hyper- 
thyroidism. 

In hyperthyroidism, degenerative changes 
or signs of exhaustion are sometimes found 
post-mortem in the sympathetic ganglia; and 
the skin may show general bronzing or irregu- 
lar areas of pigmentation, which suggests a 
disturbed functioning, presumably exhaustion 
of the adrenal glands. Pigmentation is charac- 
teristic of Addison’s asthenia due to tubercular 
degeneration of the adrenals. If this interpre- 
tation should be correct, the exhaustion of the 
adrenal-sympathetic system may well account 
for the spontaneous arrest of thyroid disease 
which occurs in a number of untreated cases. 

Toxic goitre affects a limited class of 
patients. In spite of its known predilection for 
the unstable personality, it often spares the 
hysterical female who gives vent to her emo- 
tions by vocalization, either talking or shriek- 
ing. In men, it is the seemingly well-integrated 
personality, the air-raid warden on duty, the 


_ sergeant-major in battle, who dares not yield 


to the terror of falling bombs and is forced to 
repress the natural outlet of fear, who later 
succumbs to thyroid disease. The onset of this 
disease is almost invariably preceded by 
months or years of continued strain, sometimes 
in a responsible position where the natural 
physiological outlets for orthosympathetic 
emotion have been blocked. The blockage 
arises primarily from within, and the repressed 
fear is transmuted to severe and intractable 
anxiety. 

The ultimate emotional cause of thyroid 
disease has eluded detection for so long be- 
cause, on the level of outward behaviour and 
conscious memory, the precipitating incident 
is not anything that the patient has actually 
done, but rather what she has not done, namely 


to relieve her pent-up emotion, whether of hate 


or fear, which had risen to a tensity that was 
physiologically intolerable. 

The natural history of thyroid disease 
appears therefore to be as follows. There is a 
time of long-continued mental strain with 
permanent blockage of the normal outlet, at 
the oral level, of emotions such as fear or hate; 


the patient, in other words, has repressed - 


these emotions and has failed to give them 
their natural outlet by shrieking, talking, or 
other oral activity. The orthosympathetic 
discharge is thus dammed up and concentrates 
on the adrenal glands in an effort to contain 
the emotion within the autonomic pool; the 
thyroid gland is called upon (through the 
pituitary) to supplement the adrenals. The 
heart is continually overworked, and the ‘asa! 
heat-production of the body is raised. <fter 
many years the disease tends to spontar cous 
cure, probably by exhaustion of the buffcring 
mechanism, the sympathetic-adrenal system. 

Thyroid disease is primarily a disease o: the 
emotions. Emotions are built up on the s:ruc- 
ture of the thermal defences of the body. It is 
therefore the organs most concerned with 
thermostasis, that is, the thyroid gland. the 
heart, and the sympathetic-adrenal sy:iem, 
that are chiefly affected. And the causa causans 
of the emotional disease, that is, of the sus- 
tained and manifest anxiety, was a failure to 
give proper outlet, at the oral level, of emotions 
which the autonomic pool could no longer 
dispose of at the thermal level. 

This conclusion is borne out by psychological 
investigations on the mental pattern of those 
who succumb to thyrotoxic dj . Frequently 
there has been found an ue dependence 
upon a mother or mother-surrogate, leading to 
a conflict between mother-love (which is 
unnaturally enhanced) and mother-hate (which 
is suppressed ). The normal homceostatic balance 
is an equipoise between mother-love and 
mother-hate, mediated by the two autonomic 
systems in co-operative antagonism. In thyroid 
patients, mother-hate is suppressed for fear of 
losing the mother who is loved. Hate is sup- 
pressed by love; there is endogenous blocking of 
orthosympathetic discharge at the vocal or 
other outlets, with consequent transmutation 
into anxiety. The orthosympathetic emotions 
have no outlet other than into the vasomotor 
pool; the buffering-mechanism is perpetually 
overworked, with a corresponding overworking 
and hyperplasia of the tissues concerned 
with thermal and emotional equilibrium. 

The essence of hyperthyroid disease would 
appear to be the continued over-activity of 
the orthosympathetic-adrenal system to the 
point of exhaustion, brought about by the 
unceasing psychic stimulation of the ortho 
sympathetic at its central end, thereby dis 
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turbing its homeceostatic functions. In this 
general disturbance of homceostasis, the long- 
term thermostasis mediated by the thyroid 
J shares as an element. 


This new concept of endogenous blockage 
of orthosympathetic discharge may now be 

pplied to anxiety-neurosis. Anxiety-neurosis 
is a special form of neurasthenia in which 
anxicty is more prominent than asthenia. In a 
large number of cases, there is a history of 
faulty methods of birth-control, especially of 
interrupted coitus or withdrawal. So regularly 
is the practice of coitus interruptus followed by 
anxiety-neurosis that Freud, who first drew 
attention to the association as cause and effect, 
was led to postulate that anxiety is a form of 
lust that has failed to gain its rightful outlet. 
Libido, it was assumed, was quantitatively 
converted into anxiety. The major difficulty in 
accepting this view is that libido is a para- 
sympathetic emotion mediated by vasodilata- 
tion, while anxiety is orthosympathetic and 
associated with vasoconstriction. There is no 
physiological basis for the Freudian transfor- 
mation. 

The further elucidation of anxiety in its 
felation to coitus interruptus demands a 
study in some detail of the structure of the 
orgasm and of the physiological processes that 
are interrupted. 

The orgasm is a homeeostatically balanced 
crisis involving the maxima! discharge of both 
halves of the autonomic. The parasympathetic 
is in two parts, cranial and pelvic. The cranial 
outflow controls the feeding-cycle that is 
linked to oral-sucking lust, including the vaso- 
dilatation of the glands in the mouth and 
stomach and (it is believed) of the blush-area 
of the face. The pelvic parasympathetic or 
hervi erigentes, the nerves of erection, mediate 
the vasodilatation which enlarges the external 
genitals of male and female, and the relaxation 
of the vaginal ring which allows penetration; 
they carry also the protopathic sensations 
which constitute the forepleasure of sexual 
coitus. At the purely visceral level, the secre- 
tion of the sexual juices is under parasympa- 
thetic control, in symmetry with the secretion 
of the salivary and gastric juices at the cranial 
end. The parasympathetic is thus the neural 


basis of the threshold-stages that precede the 
actual consummation of intercourse. 

The orthosympathetic is responsible for the 
visceral movements that lead to the outflow of 
seminal fluid. The seminal fluid is conveyed 
from the testes to the vescicule at the base of 
the bladder, and thence by the urethra 
throughout the length of the penis, by mus- 
cular contractions similar to those of the 
bowel. The sphincter of the bladder is closed 
to prevent the escape of urine into the seed, 
or the loss of seed into the bladder (which can 
happen if the orthosympathetic nerves are 
damaged). The sphincter of the vagina is con- 
tracted to grasp the phallos and to prevent 
loss of fluid. In some women the cervical 
sphincter makes a few spasmodic contractions 
at the peak of the orgasm. Accompanying 
these movements of the genital organs are a 
quickening of the heart-beat and a raising of 
the blood-pressure which serve, in the male, to 
augment the erectile power of the phallos. All 
these reflex actions are under the control of the 
orthosympathetic, which is thus the neural 
basis of the ecstasy that coincides with the 
moment of seminal ejaculation. 

The parasympathetic is dominant through- 
out the forepleasure and up to the inception of 
the orgasm; from that moment the ortho- 
sympathetic takes over and controls all the 
local and general reflexes that constitute the 
actual orgasm. There is thus a sudden change 
of autonomic polarity which coincides with the 
almost instantaneous rise of emotional tension 
that constitutes the ecstasy of coitus. 

Accompanying this change of polarity from 
parasympathetic to orthosympathetic is a 
change in the attitude of the postural muscles 
of the trunk and limbs, from mass flexion .to 
mass extension. Rage in general affects the 
anti-gravity extensors. Lust is associated with 
a tendency to mass flexion. This is shown in 
the flexor cubitus of the infant in its mother’s 
arms and in eupeptic contentment, and is 
opposed to the vague extensor movements of 
disturbed sleep with perhaps some visceral 
dyspepsia. The flexor pattern appears plainly 
in the attitudes and caresses of lovers in their 
forepleasure, when genital erection and para- 
sympathetic vasodilatation are at their height. 
The general attitude of the male is one of 
flexion of the large joints of the hip, knees, 
shoulders and elbows, with contraction of the 
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muscles on the front of the body, in the 
gentler moyements of sexual embrace,together 
with abduction or parting of the thighs in the 
female. When the pelvic reflexes of ejaculation 
commence, there is an overwhelming impulse 
to stiffen the back and straighten the limbs, 
and sometimes the arms; some males like to 
grasp the buttocks of their partner in move- 
ments that are both rough and painful, yet 
which are a source of pleasure to the female. 
The girl now attempts to bring her thighs 
together to grasp the man. Coital patterns vary 
widely; but a change from flexion to extension 
of some large joints is usually accompanied by 
a change of tempo from gentle to fierce which 
ushers in the moment of consummation. 

There is thus brought uniquely into juxta- 
position, at the moment of coital ecstasy, the 
polar elements of plus and minus at every 
level of physical and psychical organization. 
Parasympathetic tonus reaches its acme and 
suddenly transforms to orthosympathetic. The 
movements pass from the gentle caresses of 
the courting lover to the fierce embrace of a 
wrestler on his foe. The attitude of mass flexion 
at the same instant changes into that of exten- 


‘sion. It is precisely at this nodal point of change 


of polarity at the moment of seminal emission 
that the orgasm is truncated by the practice 
of coitus interruptus. 

For many years now I have been questioning 
my patients on the more intimate details of 
their sexual life in cases of anxiety, and it is 
clear that anxiety is due to truncation of the 
orthosympathetic discharge and its associated 
movements of mouth and body, and not of the 
paraysmpathetic forepleasure which is usually 
fully achieved. There appears to be a quanti- 
tative relation between the extent of ortho- 
sympathetic curtailment and the degree of 
anxiety that develops. 

Should the autonomic reflexes fail to appear, 
there can be no orgasm. This occurs not only 


in impotence in the male (where there is a . 


total failure of both parasympathetic to erect 
the phallos and orthosympathetic to discharge 
the seed), but also in priapism or maintained 
erection which fails to subside on account of 
parasympathetic over-tonus unbalanced by the 
orthosympathetic discharge. In the female, 
penetration and copulation may occur without 
any autonomic arousal, her body remaining a 
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passive receptor of both phallos and seed 
while her mind takes little or no part in the 
act. 

My records show that there is no correlation 
either direct or inverse between the appearance 


or non-appearance of the parasympathetic 


libidinal half of the process, and the appear- 
ance or non-appearance of anxiety. There i: no 
statistical basis in clinical practice for the 
theory that libido transforms into anxiety. On 
the other hand, there is a high correla:ion 
between the non-appearance of the or‘ho- 
sympathetic half and the non-appearance of 
anxiety: if there is no orgasm stricto se su, 
that, is no orthosympathetic discharge with 
acceleration of pulse and a greatly heightened 
emotional tension, there is no anxiety. Anxiety 
does not follow priapism in the male, nor total 
passivity in the female, in neither of whic) is 
there an orthosympathetic discharge. Anxiety, 
furthermore, does not follow the long-con- 
tinued practice of coitus reservatus, where the 
phallos is held in position for several minutes 
without ejaculation, and then withdrawn and 
allowed to subside without orgasm. The 
presence of the orthosympathetic half of 
copulation is an essential prerequisite for the 
appearance of anxiety. 

The relation of anxiety-neurosis to coitus 
interruptus may be explained as follows. The 
interruption of coitus by the withdrawal of the 
phallos does not truncate the autonomic 
foundation of the orgasm, for ejaculation 
proceeds normally (apart from location) and 
the orthosympathetic and perineal reflexes are 
carried to their wonted conclusion. The first 
condition for the appearance of anxiety is ful- 
filled. The act of withdrawal, however, in- 
volves a slight flexion of the knees and hips, 
it is incompatible with the straightening of the 
legs and the extension of the back that are the 
proper physiological companions of ortho- 
sympathetic activity. There is an active in- 
hibition of the mass-extensor reflex that is an 
essential component of full penetration. 

Anxiety-neurosis does not occur even in 
coitus interruptus, if withdrawal is not allowed 
to interfere with extension immediately follow- 
ing. It not infrequently happens that of two 
partners who for years have practised inter- 
rupted coitus, one has an anxiety-neurosis 
while the other remains free. The partner who 
is free from anxiety is the partner who has 
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achieved a complete orgasm in bodily exten- 
sion in spite of the interruption of coitus. 
* * * * 


The comparison between the structural 
patterns of oral and genital zones may now be 
completed. At both sites there is a triad of 
reflexes and emotions similarly related. Oral- 
sucking lust and oral-biting rage stand as a 
polar couple vis-d-vis oral-crying anxiety 
which disrupts their polarity and replaces 
integration by dichotomy. Oral-sucking lust is 
related to the parasympathetic and therefore 
to the threshold and forepleasure of coitus. 
Oral-biting rage is related to the orthosym- 
pathetic and therefore to the ecstasy of 
seminal emission with its accompanying 
motor patterns of extension and biting. The 
autonomic and muscular polarity at the 
genital zone is a mirror of the autonomic and 
muscular polarity at the oral zone, and the 
same emotions of lust and rage are brought into 
being at each level. Oral-crying anxiety is an 
inhibition of oral-biting as an outlet for, and 
in the presence of, orthosympathetic rage. 
Anxiety-neurosis follows long-continued in- 
hibition of mass extension as an outlet for, 
and in the presence of, the orthosympathetic 
component of coitus. 

Anxiety at its every appearance is a measure 
of physiological failure, it betokens a break- 
down of homceostasis, a threat to that tran- 
quillity whose maintenance is the primary 
function of body and mind. At the mouth, 
infantile or oral-crying anxiety ushers in the 
frustration-reaction and the autonomic sequels 
of dyspepsia. Neurotic or coital anxiety follows 
a long-continued frustration of the full orgasm, 
whose primary is the maintenance 
both of physiological and domestic tranquillity. 
Thyroid anxiety follows a long-continued 
inhibition of the oral safety-valve of emotion, 
thereby damming up the orthosympathetic 
into the autonomic buffer, with chronic over- 
working of the glandular machinery of thermo- 
Stasis. Anxiety in each of these cases is quan- 
titatively due to the blockage of the oral and 
postural accompaniments of orthosympathetic 
discharge. 


SUMMARY 
‘Orthosympathetic emotion in the adult 
quickens the heart and is converted into bodily 


heat. This is neutralized at the thermal level 
by the parasympathetic defences against over- 
heating. Emotional tranquillity (homceostasis) 
is maintained by the thermostatic mechanisms 
of the autonomic. Anxiety occurs if the thermal 
defences fail and the tension cannot be dis- 
charged through the muscles. 

A physiological definition of anxiety is given. 
Anxiety is quantitatively due to aggression 
that has been repressed, to orthosympathetic 
activity which has failed to achieve its proper 
motor release on account of inhibitory factors 
operating from within the organism iself. This 
formulation is examined i in relation to thyroid 
disease and anxiety-neurosis 

A new theory of thyroid function i is put for- 
ward. The thyroid is the principal or long-term 
thermostat of the body, against whose activ- 
ities as coarse adjustment the finer responses 
to thermal change are mediated by the adrenal 
cortex and medulla. Thyroid disease is a 
breakdown of thermostasis, and affects chiefly 
the heart as the principal source of resting heat. 
Thyroid anxiety results from an endogenous 
blockage of the oral outlets for fear or hate, 
the post-hypothalamic discharge being di- 
verted to the pituitary. 

The physiology of the orgasm is re-stated in 
detail. The forepleasure is parasympathetic 
with flexor muscular tonus; the ecstasy is 
orthosympathetic with vigorous muscular 
extension. Coitus interruptus (withdrawal) 
truncates the orgasm at the instant of change- 
over from parasympathetic to orthosympa- 
thetic. It involves an endogenous blockage of 
the extensor thrust that accompanies the 
orthosympathetic discharge. This is quantita- 
tively the cause of anxiety-neurosis. 
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THE STRUCTURE OF EMOTION . 
III. The Physiology of the @Edipus Complex 


D. STANLEY-JONES 


Lust and rage are the two primary emotions. 
They are the integrated total response of the 
individual, mediated by the parasympathetic 
and orthosympathetic. Their province is 
limited by the body-surface or cutaneous 
boundary with the outer world. When they 
transgress that boundary, using the senses of 
sight, hearing and smell (especially sight), 
they are “projected” onto the objects of the 
outer world, the environment of the nursery, 
Oral-sucking lust is directed to an object, 
typically the mother, and becomes mother- 
love. Oral-biting rage becomes mother-hate. 
Love and hate are thus defined as internal 
lust and rage directed onto the mother and 
other objects in the external environment. 

A great deal has been written on the Theory 
of Instincts. An instinct is an inborn pattern 
of reflex behavior, resident in the anatomical 
connexions of the cells in the central nervous 
system, and independent of education, example 
or experience. It differs from a simple reflex 
only in its greater level of organization: an 
instinct is a co-ordinated group or chrono- 
logical sequence of reflexes, bearing a pattern 
in time. The spider spins its web by instinct, 
as the earwig tends its young and the stickle- 
back builds its nest. The nesting and feeding 
of birds are purely instinctive. How inde- 
pendent of experience is shown by the fact 
that if a nestling has fallen out of the nest 
and lies only an inch on the wrong side of the 
edge, its mother will not feed it and will watch 
it slowly starve; its open mouth, being outside 
the nest, does not correspond to her reflex 
patterns of instinctive feeding. This is the 
biological meaning of instinct. 

The term has been used also for concepts 
such as the sex-instinct and the instinct of 
curiosity in humans. Apart from the fact 
that sex as a word has such an immense range 
of denotations, to say nothing of the connota- 
ions that are grafted onto it according to 
individual whim and upbringing, that it is 
virtually meaningless unless rigidly defined, 


it is difficult to see any feature which human 
lust has in common with the reflex instincts 
of animals. Even if the primary emotions of 
lust and rage are called instincts, no one has 
yet applied the term to the secondary emotions 
of guilt and anxiety. These latter are not 
healthy or natural emotions, and their defini- 
tion and dissection lie within the province of 
pathology. 

Apart from rage and hate, there are other 
emotions that are mediated chiefly by the 
orthosympathetic. This half of the autonomic 
mobilizes the powers of the body for the “fight 
or flight” reaction in a nutritional emergency. 
In the world of Nature, to fight has chiefly 
the purpose of securing a meal and the satisfac- 
tion of hunger; its proper emotion is aggres- 
siveness which is perhaps identical with oral- 
biting hate. Flight follows the instinctive 
recognition of hunger in a potential or 
suspected enemy; its emotion is fear. Hate 
then is “I am going to eat you”. Fear is “You 
are going to.eat me”. The response of the 
stomach to these two emotions has been de- 
scribed in the human: in hate or aggression 
the stomach blushes in anticipation of a meal; 
in fear it blanches and the blood is used to 
better purpose in the muscles of escape. 

Terror is not the same as an acute degree of 
fear. It is a total response to a gravitational 
emergency, and is mediated instantly by the 
postural’ muscles, only later supplemented by 
the orthosympathetic. It is the response of an 
animal falling off a tree, and is the emotional 
accompaniment of the righting-reflexes. The 
human prepares to meet a fall or an explosion 
by slightly flexing his limbs to take the strain. 
Terror causes a sensation of sagging at the 
knees, and there is often a flexion of the elbows 
and a ducking of the head. The reflex pattern 
of terror is quite different from the fight-or- 
flight reaction. Unlike aggression and fear, 
real terror takes priority even over severe 
pain. If a man in falling brings down his out- 
stretched arm upon a burning surface, flexion 
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of the elbow (to withdraw the hand) is impos- 
sible until gravitational stability has been 
restored. 

Returning from this disgression to the world 
of nursery: the infant at the breast builds up 
its images of the good and the bad mothers. 
When the mother and her breasts are seen, 
heard, felt, smelt and tasted during the pleas- 
urable emotion of oral-sucking and the 
ascendancy of the parasympathetic, the total 
impression of all these sensations is built up 
into the image of the good mother. The good 
mother is the mother who is apprehended 
when the infant feels good. At other times, 
however, the mother is apprehended during 
a fit of screaming, a frustration-reaction, and 
the image is that of the bad mother. 

. The good mother and the bad mother are 
two entirely separate persons in the eyes of 
the infant. They are not regarded as two 
aspects of the same mother until about the 
age of five months after birth, for it is only at 
that age that the cortical cells which are 
responsible for visual memory are first able to 
function. Like Box and Cox, good and bad 
mothers appear always in succession, never 
simultaneously, owing to the all-or-none 
quality of infantile response in the two chief 
moods of its being, attached respectively to 
the feeding-cycle and the frustration-reaction. 

A polarity thus develops between the good 
mother and the bad mother. The emotions 
onto which these visual images have been 
grafted are those of oral-sucking love and 
oral-biting hate. Owing, however, to the 
infant’s low capacity to tolerate rage, and its 
tendency to break down into the frustration- 
reaction, the emotion linked to the bad mother 
is principally oral-crying anxiety. Hence it is 
that the vision of the good mother serves as an 
integrator of the ego, owing to its linkage 
with oral-sucking love which is part of the feed- 
‘ing cycle. The vision of the bad mother, on the 


other hand, exercises a disintegrating effect. 


owing to its linkage with oral-crying anxiety 
which causes a disruption of the feeding-cycle. 

The emotional life of the infant is focused on 
its mother. The good mother is all good; the 
bad mother is all bad. Until the age of five 
months or thereabouts there is no blending of 
good and bad, either as mother outside or 
emotion within. When the good mother is not 
actually within range of vision or hearing, her 


absence is felt as an absolute loss, a total 
bereavement. Having no memory, the infant 
has no assurance that mother will ever return. 
With the infant thus*bereft of its principal 
source of security, it takes only a minimal 
disturbance to set in motion the frustration- 
reaction, and with it the reflexes and emo ‘ions 
onto which have been grafted the image of 
the bad mother. Disappearance of the ood 
mother thus comes to be associated wit! the 
emotions proper to the bad mother; an: by 
the process of “conditioning”, that is, a 
temporal sequence of one reflex upon anciher 
and which is the basis for the child’s notions 
of cause and effect, the bad mother is believed 
to have caused the disappearance of the vood 
mother, or to have destroyed her. 

The good mother suffers certain handicaps 
in contrast with the bad mother. Her i:nage 
is visual, and until memory develops it cannot 
be retained. Her oral reflex is sucking, and 
this is not a spontaneous response to hunger 
but is brought about only by stimulation of 
the lips. An infant cannot suck at nothing. 
When it discovers, however, that its thumb 
will serve as a nipple-substitute to start off its 
sucking-reflex, it can restore part at least of 
the influence of the good mother, and allay its 
fears of her total loss. With the setting in 
train of an artificial feeding-cycle paced by 
the oral-sucking of the thumb or a dummy, the 
parasympathetic gains the ascendance and 
the infant falls asleep. The advantage of a 
dummy over the thumb is that the thumb can- 
not be sterilized by boiling; on the other hand, 
the thumb is under the infant’s own control 
whereas the dummy is not. Both should play 
their part in the nursery, and the belief that 
thumb-sucking causes adenoids is a pure 
myth. 

The bad mother is associated with oral- 
biting and thence with oral-crying. This latter 
reflex is brought into being upon the slightest 
provocation, and there is a constant tendency 
for the image of the bad mother to rise up 
whenever it is not actively neutralized by the 
vision, that is, the real presence of the good 
mother, or by the mother-surrogate induced 
by thumb-sucking. The good mother is tran- 
sient because she is dependent upon a visual 
image which cannot be retained in full, and 
even her oral reflex needs an outside stimulus, 
it is not spontaneous. The bad mother is 
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grafted onto oral-biting and oral-crying into 
which there is an ever-present risk of relapse. 
Moreover, oral-crying anxiety and the frustra- 
tion-reaction are structurally self-exciting and 
have the kybernetic properties of a runaway. 
~ Thus it comes about that the earliest months 
of life are dominated by th@image and the 
reflexes of the bad mother. No matter how 
good the real mother, she is handicapped by 

physiological structure of her infant’s 
mind and body. Her constant real presence 
during the first few weeks of breast-feeding, 
and the immediate relief of oral frustration by 
timely application of the nipple, no matter 
what the hour of day or night, will serve to 
potentiate the parasympathetic and its 
ancillary responses at the expense of the 
orthosympathetic and frustration-anxiety. The 
ernicious habit of separating a mother from 

child which obtains in most 
hospitals and some nursing-homes has nothing 
to recommend it but administrative conven- 
ience, and leaves in its train a physiological 
imbalance in favour of anxiety. 

“In the mind of the infant during the first 
few months, the good mother being visual is 
conceived as living in the outer world; whereas 
the bad mother, grafted upon the reflexes of 
biting and crying, is regarded as internal. The 
bad mother, moreover, is associated with the 
dyspeptic sequels of frustration, she can 
actually be heard rumbling within and felt 
as a colicky pain. The passing of flatus with 
relief of colic (a parasympathetic reflex, there- 
fore linked to the good mother) is thus 
phantasied as an expulsion of the bad mother 
within. 

The good mother, however, also has her 
internal counterpart in the taking in of the 
hot milk, and in the deep sensations of swal- 
lowing and gastric warmth. The phantasy (not 
necessarily visual) is thus built up of the good 
mother within. The process whereby the 
infant takes in or incorporates the vision of 
the good mother is known as introjection; it 
is a physiological association of an image with 
a visceral sensation, a grafting of a real vision 
upon a substrate of alimentary reflexes. There 
is thus a definite physiological basis for the 
Concept of the good mother within. The 
telating of the internal, visceral sensations to 
the external presence of the real mother is the 
Same mechanism in reverse, and is known as 


projection. Projection and introjection are 
mental processes, and come to assume some 
importance in the development of the earliest 
strata of the mind. 

The deepest layers of the unity which is the 
mind and body are phylogenetically the 
earliest layers. Of the many strata that enter 
into the primary emotions, the oldest is the 
autonomic response to change of temperature. 
Upon this are laid the unconscious processes 
connected with the stomach and digestion, 
and then the conscious processes of sucking, 
biting and swallowing. The vasomotor and 
visceral levels must therefore be regarded as 
more primitive, more fundamental, than the 
oral reflexes which have been grafted onto 
them. 

The autonomic substrate of the bad mother is 
the orthosympathetic, and her oral reflexes are 
both oral-biting and oral-crying. Oral-biting 
is known, from experiments on decorticate 
animals and sham rage, to be closely associated 
with a massive discharge of the orthosympa- 
thetic; oral-crying in the human is accom- 
panied by a quickening of the heart, a raising 
of the blood-pressure, and other signs of 
orthosympathetic activity. Oral-biting enters 
into a balanced antagonism with oral-sucking: 
it is not therefore an influence making for 
disintegration. Oral-crying, however, causes a 
disruption of the feeding-cycle and predisposes 
to dichotomy. 

The disintegrating aspect of the bad mother 
within is associated with oral-crying and 
anxiety, rather than with oral-biting and hate. 
Hate by itself does not cause dichotomy. In 
spite of this, however, the inability of the 
infant to tolerate more than a certain quantity 
or intensity of hate leaves it with an ever- 
present risk of a runaway into frustration 
whenever that threshold of hate is exceeded. 
Oral-biting hate when undischarged overflows 
into oral-crying anxiety. 

It is the oral-biting aspect of the bad mother 
that enters most vividly into the phantasies 
of infancy. In the dreams of adults and in the 
games of children, there is an infinite wealth 
of symbolism all with the basic understructure 
of oral-biting. A large number of symptoms 
and phantasies can be traced to this cause. A 
phobia of biting dogs or scratching cats, a 
horror of scissors, knives and cutting-instru- 
ments in general, the useful habit (albeit 
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obsessional) of picking up pieces of broken 
glass on the beach, in these and countless 
others the emotional element of the phantasy 
is due to the image of the bad mother within, 
while the biting or cutting element is traceable 
to the accompanying oral-biting reflex. 


* * * * * 


The powers of memory develop with the 
maturation of certain association-areas in the 
cerebral cortex. The time of five months after 
birth may be taken as a notional age at which 
this process is well on its way. The infant can 
now carry a visual image of the real good 
mother to sustain it during her absence, and 
this greatly helps it to maintain its emotional 
stability and to overcome the destructive 
assaults of the bad mother within. 

This overlap of the good mother into the 
province of the bad mother brings with it new 
problems in emotional development. Psy- 
chological conflict replaces the pattern of 
all-or-none, of all-love or all-hate. The infant 
recognizes that the bad mother whom it hates 
is the same person as the good mother whom 
it loves. It recognizes furthermore that the 
good mother whom it loves, and who is its only 
source of security, is also one whom at other 
times it has hated. This conflict of love and 
hate, played out in the person of the real 
whole mother against a background of im- 
agined part-mothers (the good and the bad), is 
a major crisis of infancy. Upon the solution of 
the conflict will depend the course of its devel- 
opment as a child and the set of its character 
as an adult. The crisis may therefore well 
deserve the name of formative crisis. 

The best solution of the conflict of the 
formative crisis is unhappily the rarest. The 
infant ideally should learn not only to recognize 
that it sometimes hates its good mother, that 
is its real mother; but also should learn to 
accept the fact and not to deny it. To accept, 
that is, that I the all-perfect baby with the 
all-perfect good mother (such is the pattern of 
infantile thought) actually hate my all-loving 
mother, and I must learn to accept the possible 
consequences, which are that my mother will 
sometimes hate me in return. I must give up 
my phantasies of perfection, for I see now 
that neither I nor my mother are as perfect as 
I thought they were. Mother is sometimes 
going to hate me, to be angry with me and 


punish me, and it is the good-bad mother, my 
real whole mother, not the bad mother alone, 
who is punishing me. I too am no longer 
perfect, for I sometimes hate my mother and 
therefore am hateful myself. I must accept 
both myself and my mother for what we relly 
are, both of us real people who when divesied 
of phantasy are both good and bad togeth-r. 
It is rare indeed for even an adult to h:ve 
reached this ideal stage of maturity. T! cre 
are few men and women at any stage of the 
world’s history who have been able to v ew 
themselves and their neighbours as eal 
persons, undistorted by the phantasies of 
infancy. Every man has a preferential tendency 
to see the good things in those whom he loves, 
in his friends and fellow men of whatever 
social group or political party or church he 
may call his own; and conversely to see more 
bad than good in those whom he dislikes, and 
in those of a differing complexion. It is few 
indeed who can recognize the real merits: of 
their personal enemies, and the real demerits 
of those whom they cherish as friends. 
There is only one solution to the conflict of 
love and hate. The infant, the child, the adult 
must accept the emotions of its own love and 
hate when directed simultaneously to the 
same loved and hated object which is the 
mother and all who come to be grafted onto 
her image. This is the only solution which 
follows the normal physiological pattern. 
Love is the emotion of the parasympathetic; 
hate of the orthosympathetic. The two halves 
of the autonomic work together in health, as 
a polar couple of balanced antagonists, to 
maintain the stability of the body. Their 
corresponding emotions similarly should work 
together as a polar couple of balanced antag- 
onists to maintain the stability of the mind. 
There should be no question of love over- 
coming hate, or of banishing hate, any more 
than the parasympathetic should attempt to 
overcome the orthosympathetic, or oral- 
sucking to banish oral-biting. Rather should 
each item in one rank (the love, the parasym- 
pathetic, the oral-sucking) learn to accept and 
to work in full harmony with its opposite 
number (the hate, the orthosympathetic, the 
oral-biting) in the other rank as well as with 
all the members of its own team. Love should 
be linked to hate as an inseparable couple. 
There are many alternatives to the phys 
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iological solution of the formative crisis. Each 
is the result of some sort of failure at one or 
other level of the personality. There is first 
the solution which perpetuates the emotional 
position of infancy, which is a separation in 


~ time: love and hate appear in succession and 


never simultaneously, like the folk in the 
cottage barometer. This, the early-infantile 
solution, determines the personality in the 
all-cr-none pattern, all-love at one moment, 
all-hate the next. So common is this pattern 
in childhood that it can hardly be regarded as 
abnormal. 

_A second solution separates love from hate 
by directing them always toward different 
objects: a separation in space. The mother is 
idealized as an all-perfect mother. All good 
things in life, all who later come to occupy a 
position corresponding to the mother or her 
surrogates, are grafted onto the image of the 
all-perfect good mother, as though by a process 
of crystallization of like upon like. No friend 
is ever aught but an all-perfect friend, and so 
the chill touch of reality brings about frequent 
disillusion. Specially is this true when, as so 
often happens, a man idealizes his wife as 
once he idealized his mother. He discovers 
sooner or later that his all-perfect wife is a 
phantasy of his own creation, and then disaster 
is imminent. The other side of the picture, the 
side of life which is not in series with the all- 
perfect mother, is bereft of that due measure 
of love which should. be all-pervading; it is 
informed therefore with an undue measure of 
surplus hate, unbalanced by love. 

The separation of love from hate by projec- 
tion onto different objects in the outer world 
is the solution so universally adopted during 
early childhood that it is almost invariably 
regarded as normal, if not indeed an inborn 
or constitutional pattern. Physiologically, 
nevertheless, it is unnatural. In this solution, 
the real mother retains her good aspect and 
the love that goes with it, and the bad mother 
is forgotten. The hate, now unattached, has 
to seek some other outlet. 

From its earliest years a child can sense 
the difference between male and female. It 
has no difficulty in grafting its impressions of 
hurse, sisters, aunts onto the image of its 
mother, and investing them with the complex 
of emotions attaching thereto. Brothers, 
uncles, and males in general fall into line with 


father. Father comes early to occupy the 
opposite pole in the firmament of the nursery 
from mother. Onto him therefore is shed the 
load of oral-biting hate that can no longer 
remain attached to the mother. 

This is the Cdipus situation. It has its 
roots in the oral reflexes and the primary 
emotions of love and hate. The idealized 
mother retains her full measure of oral-sucking 
love, while oral-biting hate is directed toward 
the father as the polar object from the mother. 
In a happy home the Cdipus situation, in 
spite of its physiologically unnatural founda- 
tions (for parasympathetic can never be 
divorced from orthosympathetic), is brought 
to some sort of a solution by the circumstance 
of external events. If father and mother are 
truly in love, then hate is once more reconciled 
to love in the persons of the real parents. It is 
a second-best solution, resting upon external 
rather than internal foundations. Its success 
lies principally in relation to the outer world: 
it promotes external adaptation at the cost of 
internal harmony. 

The Cdipodal situation is the result of an 
inability to tolerate love and hate in conjunc- 
tion. It issues from a failure at the formative 
crisis of five months, when the cortical cells 
of visual memory first take on their neural 
functions. It has its roots in infancy, in the 
reflexes at the oral level, and in analysis it 
can never be fully resolved apart from an 
exploration of the oral layers of the mind. It 
leaves in its train a series of physiological 
disharmonies whose diagnosis and treatment 
occupy a large part of the new science of 
psycho-somatic medicine. 

A disharmony of the oral pacemakers of 
the feeding-cycle leads to an unsteadiness of 
autonomic control of almost every subsequent 
stage of digestion. Chief among the sufferers 
from the oral imbalance of the G:dipus complex 
are the sphincters of the stomach and the 
bowel; disharmony here leads to various forms 
of gastric indigestion and constipation. Many 
of these seemingly bodily complaints are due 
in the first instance to psychological trouble at 
the oral or CEdipodal level, and physical treat- 
ment should be accompanied by deep analysis 
which aims at replacing oral conflict by co- 
operation. In spite of the psychological basis 
of the oral conflicts, and the fact that the 
(Edipus situation was discovered by purely 


psychological means, it should be regarded as 
a physical, physiological conflict which can be 
fully understood only by interpretations on 
physiological lines. It is therefore to the 
physiology and anatomy of the autonomic 
that attention must be directed, in order to 
follow up some of the further consequences of 
the Cdipus conflict. 
* * * * * 


The autonomic system is developed in rela- 
tion to the three embryological sections of the 
primitive gut, namely the fore-gut, mid-gut 
and hind-gut. The central section is ortho- 
sympathetic, the end sections parasympa- 
thetic, known also as the cranial and pelvic 
(sacral) outflows. The cranial end of the 
parasympathetic is concerned with the feeding- 
cycle. The pelvic parasympathetic is concerned 
with the lower openings of the body, with 
defecation, urination and genital congress. It 
causes vasodilatation of the blood-vessels of 
the penis and clitoris, whence the alternative 
name of nervi erigentes (the nerves causing 
erection). 

The pelvic reflexes of bowel and bladder are 
_ not amenable to conscious control during the 
earlier months of infancy. The opening and 
closing of the sphincters, and the other me- 
chanical movements necessary for evacuation, 
are subject only to unconscious neural centres 
at the lower end of the spinal cord. By the 
time the child is two years old, full conscious 
control of the sphincters has usually been 
achieved. The same time-table of development 
of neural control is followed by the genital 
reflexes. Somewhere between the ages of six 
months and two years, the male penis becomes 
capable of voluntary erection, and genital 
sensations of a protopathic nature arrive in 
consciousness. 

The same phase of childhood sees impor- 
tant changes of structure in several other 
bodily and mental mechanisms. The child’s 


intuitive awareness of the difference between 


male and female develops at this time, and the 
boy in his phantasies will unconsciously 
furnish his father with a penis similar to his 
own. There is no need to postulate an in- 
herited knowledge of sexual anatomy, as some 
psycho-analysts wish to do, although there is 
no real reason why this postulate could not be 
true: mental patterns of thinking are known 
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to be inherited just as are bodily patterns of 
growth. The chief argument against it is that 
the boy has no inherited knowledge that his 
mother and sisters are without a penis, ind 
a corresponding ignorance is found in the 
girl. There are many instances on record of 
actual psychological trauma or mental injury 
having resulted from a discovery of the fects 
of sexual anatomy in untoward circumstan es. 
This “trauma of the bathroom” has ben 
held to account for the castration-comple». 

These months from six to twenty-four 
witness also the (Edipodal partition of hate 
from love. At the mental level, hate is trzns- 
ferred to the father as the polar object fiom 
the mother. This transfer bears no relation to 
the real merits or demerits of the father a; a 
living parent. The immediate sequel, however, 
is largely influenced by the facts of the external 
situation. If the father in real life is cruel, and 
deserves the mother-hate which has been 
transferred onto him, this hate will remain in 
consciousness, and a permanent enmity will 
grow up between father and son. Even if the 
father is imagined as cruel, or is represented as 
the source of punishment by a foolish mother 
who is jealous to preserve the mother-love 
still left to her, the child will Aeel that its 
father-hate is justified: some of it at least will 
not therefore be repressed. 

In happier homes, however, the father 
appears as a protector rather than as a punisher 
and frustrator. Father-love is based on a real 
situation and is sufficiently powerful to banish 
from consciousness the father-hate for which 
there is little or no justification. It is the 
repressed element of this father-hate, formerly 
mother-hate, and incompatible with real 
father-love, that forms one of the elements of 
the castration-complex. 

The transfer, at the mental level, of mother- 
hate to the real father is accompanied by 
corresponding events in the realm of the body. 
The physiological explanation in terms of 
sphincters is not yet fully understood, but 
there is abundant evidence from every deep 
analysis that the following sequence of events 
takes place about this time. 

Of the two elements of the oral-biting hate 
which has to be separated from oral-sucking 
love, the hate is transferred from mother to 
her polar object the father; the oral-biting is 
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the pelvic orifices. It is the genital part of this 
displacement that enters into the castration- 
complex. The physiological! basis of castration- 
feay is a disturbance of the autonomic balance 
of the pelvic reflexes, especially the genital, 
unduly in favour of the orthosympathetic. 
_ The need for the isolation or protection of 
oral-sucking love as the substrate of the 
idealized mother, consequent upon the failure 
at the formative crisis of five months, is rein- 
forced by the pains of dentition. The teeth 
start to erupt at about four months, and 
continue in crops of four until the end of the 
second year. Biting is now associated with 
actual pain. Some of this pain is tolerated, and 
the cutting of teeth is helped by mildly pain- 
ful biting on a hard object. At other times the 
pain is too great, and oral-biting hate, 
exceeding the threshold of tolerance, overflows 
as oral-crying anxiety. This in itself aids the 
process of displacement of hate, which is the 
cause of the anxiety, from the oral to the 
pelvic zones, in order to relieve the tension 
ang pains of teething. 
_ The frustrations of weaning should never 
be allowed to add to the infant’s difficulties of 
teething. In view of the importance of oral- 
sucking love as the substrate of the good 
mother within, who is the principal integrator 
of the ego, breast-feeding should always con- 
tinue for at least five months. From this time 
onward the visual memory of the real mother 
serves increasingly to supplement and replace 
the oral and visceral elements, unremembered, 
which previously have supported her image. 

Weaning should be regarded in its true 
(etymological) sense of accustoming to, rather 
than separation from. It is an accustoming to 
the cup and the spoon rather than a separation 
from the nipple; an accustoming to solid food 
demanding oral-biting. The greater the toler- 
ance for oral-biting during feeding, and the 
more it is exercised in co-operative antagonism 
with oral-sucking, the less will be the need for 
displacement of its surplus to the pelvic zone. 
For this reason weaning should be attempted 
only during a phase of high tolerance, and 
avoided at those times such as illness and 
teething when the threshold of tolerance is 
reduced. A satisfactory weaning lessens the 
anxieties of the castration-complex. 

The need to shed the load of surplus oral- 
biting hate, oe by the difficulties of 


weaning and teething, is the vis a tergo. There 
is, however, a vis a fronte which preferentially 
attracts the unwanted oral-biting hate to the 
genitals. First, there is the entry of genital 
sensations into consciousness during this time 
(the phallic phase of childhood). Secondly, 
there is the probably unconscious assumption, 
or realization, that father and son both have 


‘a penis. The male organ thus comes to be 


associated with father, or to represent father 
in unconscious phantasy. It specifically at- 
tracts, therefore, the oral-biting hate which 
has already been linked to father on the mental 
plane and in real life. The constellation of 
phantasies which are supported by this partly 
hypothetical reconstruction of physiological 
events is known as the castration-complex. 

Castration is not a good name, for it means, 
surgically, the removal of the testes. These, 
being without protopathic sensation, do not 
enter into the life of phantasy. In psycho- 
analytical parlance, castration refers to the 
imagined amputation or loss of the penis. The 
child fears that its father will cut off its penis: 
when the deeper layers have been revealed, 
the manner of cutting off is found to be by 
biting with the teeth. At a still deeper level, 
reached only after prolonged analysis, castra- 
tion-anxiety is a fear that the penis will be 
bitten off by the mother. This discovery can 
be illustrated by a case-history. 

A school-teacher started analysis with me at 
the age of 31. His presenting symptom was 
severe depression on the thought of severance 
of his friendship with a young schoolboy with 
whom regular homosexual intercourse was 
taking place. In addition to the depressive 
element in his make-up, it was evident that 
he had morbidly obsessional traits with a 
general personality-structure of a pre-paranoia. 
The Cdipodal partition of hate from love, on 
the superficial plane, was represented by his 
homosexual attachment to the admiring 
schoolboy as a substitute for his mother. A 
fear of discovery by the authorities symbolized 
the vengeful and hated father. 

The analysis uncovered a memory at the 
age of two-and-a-half when an attack of 
diphtheria co-incided with the arrival of a 
baby brother. The patient had been isolated, 
nursed by strangers and cut off from all his 
wonted sources of security. This isolation, 
continued for several: weeks, proved to be 
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traurnatic, and was aggravated by the loss of 
priority in his mother’s affection in favour of 
the new arrival. 

The oral-biting element of the castratjon- 
complex came to the surface in several phan- 
tasies. During adolescence he had often played 
with the idea of stabbing other people with a 
dagger which had large serrated teeth like a 
coarsely fashioned saw. While under analysis, 
he had an almost uncontrollable outburst of 
temper on discovering that his favourite 
pencil had: been borrowed by a colleague, who 
had bitten the end as writers often do and had 
left his tooth-marks on its polished surface. 
The dagger and the pencil were thinly disguised 
symbo]s for the phallos, and the saw-teeth 
and tooth-marks reflected the displacement of 
oral-biting hate onto the genitals. Interpreta- 
tion on these lines gave some relief to his 
difficulties and enabled him to enter into better 
relations with his father. 

The patient had been circumcised during 
infancy, and it was believed that this had 
taken place at the age of six months. The 
memory of this was brought into the analysis 
after an incident in which he had tied up his 
schoolboy friend with outstretched arms, and 
played about with the boy’s erect penis, pre- 
tending to bite it off. The patient himself 
interpreted this in terms of castration-anxiety, 
and suggested that the incident was an acting- 
out of his own circumcision when his mother 
had held out his arms while the doctor 
operated. 

Interpretation of the doctor as the castrating 
father failed to bring relief. The progress of the 
analysis was held up until the patient produced 
a series of intensely vivid phantasies illus- 
trating various aspects of repressed mother- 
hate. Firstly, the mother was vested with the 
serrated dagger as a male organ, and entered 
his phantasies as “mother with the dagger 
penis”. This revived a memory of childhood 
when the real mother in an outburst of temper 
had seized his doll and bashed its head against 
a bed-post. This most distressing incident 
gravely shattered the child’s sense of security, 
as the doll represented his penis, and the real 
angry mother reactivated the repressed 
phantasy of the bad mother. The attack by the 
bad mother on the doll as penis-symbol was 
a re-enactment of his trauma of circumcision. 
He recalled the memory of her in the act of 
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bashing his doll, with her teeth bared and 
clenched in her anger. The mother-with-the- 
dagger-penis was now replaced by an earlier 
memory of mother-with-the-gnashing-teeth. 
Interpretation of this phantasy as a union of 
oral-biting hate with the infantile memory o7f 
the bad aspect of his mother enabled him ‘0 
overcome a long-standing and severe pho! a 
of dogs. On many occasions as an adult he h. d 
flown into an acute anxiety-attack, of p:.- 
chotic intensity, on being approached by a 
barking dog, whose bared teeth revived tie 


"the mental structure underlying the hom>- 
sexuality was related to the union of oral-bitii:g 
hate and the penis. The patient was barred 
from heterosexual intercourse by an un- 
conscious fear of injuring his mother, or her 
substitute in a sexual partner, with his 
mutilated dagger-penis. The friendship with 
the schoolboy afforded an outlet for his phys- 
ical lusts without activating this phobia of 
intercourse. During the progress of the 
analysis, homosexual practices were aban- 
doned, homosexual phantasies were replaced 
by heterosexual, and in due course the patient 
contracted a happy and stable marriage. 

In spite of the successes attending these 
deep interpretations, certain features of the 
patient’s mental illness remained untouched. 
The tendency to depression, the bondage to 
obsessional practices, and the paranoid ele- 
ments of his character resisted all attempts at 
therapy. It was evident by now that the early 
trauma of circumcision was the nodal point 
of his illness; but working through this position 
from many different angles failed to make any 
impression. 

It was at this stage of the analysis that the 
patient was able to have a sight of his mother’s 
diary, to check the exact date of his circumci- 
sion. It was then discovered, to our joint 
amazement, that the operation had taken 


‘place, not at the age of six months as we had 


thought, but at the age of ten weeks, on the 
seventieth day after birth. This new informa- 
tion enabled the material to be re-interpreted 
in the light of the known physiology of that 
age, when oral-sucking is much more promi- 
nent than at the later date. 

One of the results of interpretation on 


mainly physiological lines, involving the 


‘ | 
| 

f 
| 
| 

| 

| 

! 


cr 


balance of oral-sucking and oral-biting, was a 
change in the patient’s attitude to spiders. 
These creatures, he knew, both bit and sucked 
their prey, and he regarded them with a 
mixture of fascination and horror; his attitude, 
that is, was ambivalent, an inharmonious 
balance of love and hate. After the analysis of 
this attitude in terms of the oral reflexes of 
infancy, his ambivalence was replaced by a 
genuine scientific interest. Many other aspects 
of his character changed in the same way. 

_ Further deep interpretations were given on 
these principles, in which the element of 
oral-sucking was given greater prominence 
than it had been when patient and analyst 
were working, as they thought, at the level 
of six months. These interpretations enabled 
the last psychotic residues to be satisfactorily 
cleared up. The paranoid aspects of his char- 
acter were brought sufficiently under control 
to enable him to live, for the first time, at 
peace with his colleagues and social contacts. 
The recurring depressions ceased, and the 
symptom of anxiety from which he had suffered 
since early childhood left him entirely. He 
claimed, and probably truly, that he lived 
now completely free of anxiety. 

It is not often that an analysis of a patient 
with psychotic character-traits can be brought 
to so successful a conclusion. Paranoia and 
homosexuality are notoriously refractory to 
treatment of any sort. The degree of repressed 
hate that underlies the paranoid disposition, 
and which must be fully brought to the surface 
before a cure is effected, is so intense that many 
analysts counsel against treatment of a para- 
noid patient on the grounds of physical safety. 
It is unlikely therefore that this case would 
have responded to the conventional method of 
transference-therapy, in which the patient 
transfers to the analyst the hates and loves of 
his childhood or infancy; for the emotions 
attached to the mother at the age of ten weeks 
are so intense and so uncontrollable that, were 
they re-enacted between patient and analyst 
in their adult capacities (which is the essence 
of the transference-situation), their intensity 
bor probably have been dangerously over- 


A further difficulty arises in connexion with 
the phenomenon of resistance. There is a 
certain difficulty in recovering the memories 
of childhood which is not due to mere forget- 


The Structure of Emotion 267 


fulness; the memory has been actively re-. 
pressed rather than passively forgotten. The 
overcoming of the resistance of the forces 
making for repression, and the analysis of the 
repressing forces themselves as well as the 
memories that have been repressed, occupies 
a great part of psycho-analytical therapy. 
This difficulty, great enough in recovering the 
emotions of the (dipus complex at five years, 
becomes far greater in the analysis of the pre- 
(Edipus years, and is well nigh insuperable in 
exploring the first twelve months, the year of 
infancy. 

The trauma of circumcision at the age of 
ten weeks is the earliest known incident in a 
patient’s history that has yet been reported 
in the literature. Its successful recovery led 
to the of two diseases which are virtually 
incurablé, namely homosexuality and para- 
noia. Thé technique used in this analysis may 
therefore be of interest. No attempt was made, 
for the reasons just given, to establish a 
transference-situation. Nor was there any 
direct encounter with the resistance at this 
level: instead of overcoming the resistance, it 
was circumvented. 

Just as there are two ways of stroking a 
porcupine, so there are two ways of conducting 
an analysis of a human mind. These two ways 
may be called retrograde and anterograde. 
Retrograde analysis is the conventional 
method, which is also that used by the archae- 
ologist. Layer after layer of experience is 
carefully uncovered and sifted, starting with 
the most recent and superficial, gradually 
working down to the deepest and earliest. 

A necessary part of this technique is the 
analysis of the transference-situation, that is 
the situation that arises between analyst and 
patient as the emotions laid bare by the process 
of uncovering attach themselves to the person 
of the analyst. These emotions are the 
memories of childhood in which mother-love 
and mother-hate are the two dominant poles. 
They cannot be left in mid-air, and they must 
be re-attached to some other person before 
the anxieties of their discord can be relieved. 
The analyst, in other words, has to play the 
role of mother and father to his patient who 
is reduced (in the analytical situation) to the 
emotional status of child or infant. The analyst 
onto whom are transferred these polar affects 
of love and hate has to harmonize, in the unity 
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of his person, the dichotomy between the 
emotions which is the cause of the patient’s 
anxiety. 

The necessity for the transference-situation 
in retrograde analysis is determined by the 
anatomy and physiology of the cortex. There 
is no physiological explanation, however, of 
the resistance which invariably accompanies 
it, and it is possible that the whole phenomenon 
of resistance is nothing more than an artifact 
of technique. It may be that retrograde anal- 
ysis involves the working backward from 
later to earlier experience, which is contrary 
to the natural course of events. 

Resistance does not arise in physiological 
or anterograde analysis. Neither are the dif- 
ficulties of the transference-situation en- 
countered. The interpretations given in 
anterograde analysis seek to explain to the 
patient the physiological basis of his emotions 
of love and hate, referring them to the oral 
reflexes of his own body, and to the person of 
his real mother in the past or her present-day 
surrogates good or bad, rather than attempting 
to create the wholly artificial emotional rela- 


- tion between two adults which is the trans- 


ference-situation. Deep interpretation, when 
it can be correctly made, meets with little or 
none of the resistance provoked by retrograde 
analysis; for the interpretation is from below, 
that is from before in the course of time. 
Anterograde analysis appears to be physio- 
logically the correct method of dealing with 
difficulties caused by misplaced and un- 
balanced emotions. 

This case-history has been recounted in 
order to illustrate the importance of mother- 
hate and oral-biting in the genesis of castra- 
tion-anxiety, which hitherto has always been 
regarded as due primarily if not solely to 
father-hate. The transference of oral-biting 
hate from mother to father (which is the 


essence of the (Edipus complex) and its dis- 


placement from mouth to penis (which is the 
essence of the castration-complex) are both 
caused by physiological, that is bodily rather 
than mental determinants. The same phys- 
iological factors determine the displacement, 
in the dreams and phantasies of many patients, 
of oral-biting hate to the female genitals. 


The motif of the vagina dentata is of jre- 
quent occurrence in analytical work. There is 
a conjunction of two sets of images in ‘he 
same dream, one set symbolizing the vagi_a, 
or womb, or maternal organs in general, ‘he 
other set symbolizing teeth, or biting, or 


aggression. A combination of phantasies sich 


as this is one of the causes of impoten:e, 
masturbation and homosexuality: the pati nt 
is afraid of intercourse per vaginam, 2d 
hence with females as a class, as unconsciou ly 
he fears that the female organs will injure or 
bite off his phallos. When dreams and ph: n- 
tasies of the vagina dentata can be interpre‘ ed 
on these lines, the anxiety associated with thi m 
is reduced and the clinical symptoms «re 
relieved. 

Further evidence of the displacement of 
oral-biting hate to the female orifice conies 
from philology. The Greek word kiéeis (genitive 
kienos) means a comb, that is something with 
teeth; also a rake or harrow in which the tecth 
are more in evidence, and the spread-out 
fingers which branch like the teeth of a comb. 
The etymological root kien is also that of the 
verb kieino (future kieno) to slay or kill, 
especially of fellow-men, only rarely of animals. 
Here there is the primary conjunction of 
oral-biting with aggression. The displacement 
to the pelvic organs appears in the use of the 
same word kieis for the female genitals, and 
more vividly for a cockle or scallop. This 
bivalve shell-fish when open under water 
presents two extruding mantles resembling 
the vaginal labia, enclosing the gills which 
look like a comb or a row of teeth. 

The whole complex reappears in Latin. 
Pecten (genitive pectinis) means a comb, a 
rake, and a clasping of the hands as in distress; 
it means also the pubic hair, and the scallop 
(which is the use familiar to biologists). Pectus, 
pectoris is the breast on which the infant first 
bites the flesh of its mother. 

Latin and Greek cannot fairly be cited as 
independent sources, in view of their frequent 
borrowings and their common relation to 
Sanskrit. The Latin series reproduces the two 
principal consonants k and t of the Greek, 
while the initial p may come from the Greek 
pekieo to comb, to card wool, to shear or clip, 
in which the senses of teeth and biting (cutting) 
are joined. 
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“In the case of Anglo-Saxon, the same con- 
junc tion of good mother, bad mother, sexual 
congress and shell-fish has been reached, 
apparently from quite a different starting- 
point. Queen is the universal good-mother 

bol, never more so than at the present 
a Quean is a harlot, the bad mother. Both 
words (Anglo-Saxon cwén and cwene) are 
cognate with the Greek gyné, onal a 
woman (whence gynaecology) in the sense of 
a married woman, wife or concubine, or the 
mate of animals; the emphasis being on 
fertility, having its origin in gignomai to be 
born. A phonetic variant quin is the sailor’s 
name for Pecten opercularis, the gaily coloured 
lesser scallop which swims about in shoals by 
actively flapping its shells in the motion of 
biting 


Yet another variation on the same theme is 
Pecten Veneris, Pliny’s name for the Venus’ 
Comb. This is a common weed in English 
cornfields, and its row of sharp needle-like 
seed-pods looks like the teeth of a comb. Venus 
(Veneris) was worshipped not only as the 
goddess of Beauty but also of sexual love, a 
sense that is preserved to her honour in the 
words venerable and venerate, but degraded 
by the current usage of venereal. Here again 
is the combination of a row of teeth with the 
sexual aspect of womanhood. The notion of 
sexual coitus (implied in both gyné and quean) 
reappears in the modern names for this 
plant: needle-weed, Adam’s needle, beggar’s 
needle, shepherd’s needle (needle, be it noted, 
always in the singular, in spite of the row of 
needles in the pleural), needle being a folk- 
name for penis. 

This complex of primary notions—hate and 
love, father and mother, male and female, 
penis and vagina, biting teeth and sexual 
coitus—runs through many themes both of 
folk-lore and physiology. The psycho-mythol- 
ogy of the English countryside is a field of 
Study more rewarding even than the myths of 
the ancient world; for this presents a still- 
living phenomenon, current in native speech, 
instead of stories and fables enshrined in the 
literature, whose interpretation can now be 
only a matter of conjecture. 


* * * * * 


Oral-biting hate is displaced to the other 
pelvic muco-cutaneous junctures, as well as 


to the external genitals. The latter displace- 
ment is certainly physiological and normal, 
but anal-hate and urethral-hate are possibly 
the abnormal results of unwise attempts at 

in cleanliness. It is true that a stage of 
“anal sadism” and “urethral sadism” has been 
disclosed in the life-story of every patient 
whose analysis has been extended to the early 
layers of the mind. This, however, does not 
necessarily imply that they are normal phases 
of development in the sense of being universal, 
still less that they are normal in the sense of 
optimal or physiologically healthy. Doubt 
arises on account of the method of sampling. 
Only two classes of the population have been 
analysed down to this level: children and 
adults who are in such grave psychic difficulties 
that both analyst and patient consider it 
worth while to spend an immense amount of 
costly professional time in reaching into the 
depths; and candidates in training for psycho- 
analysis who enter this branch of medicine 
more as a vocation or call to which they must 
respond rather than of free choice. It is possible 
that their choice of calling was determined by 
the mental disquiet engendered by these 
deeply buried emotions. 

The physiologist can give a good account of 
the displacement of emotion from the oral to 
the genital zones, which issues as the (dipus 
complex and castration-fear. He is at a loss, 
however, in his search for even the beginnings 
of a clue to explain why the oral emotions 
should be displaced to the anus and urethra— 
a clue, that is, which depends upon the 
ordinary and na physiology of infancy 
and is independent of unnatural environmental 
influence. It is possible that this “stage of 
maximal sadism” that obtains from six to 
twelve months of age is a pathological diversion 
from natural development, the price that 
modern infants have to pay for the privilege 
of being civilized. Abnormal anal and urethral 
elements seem to be absent from the mythol- 
ogy and folk-lore of native races who are not 
trained in unnatural habits of cleanliness. 

The explanation of the (dipus complex 
which was put forward by Freud, although 
different from that given above, is not incom- 
patible with it. In brief, the child lusts after 
its mother and desires sexual or genital inter- 
course with her, but he senses that this is 
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forbidden on account of the prior claims of 


_ its father.as husband. The father therefore 


becomes the frustrator, and in phantasy 
punishes the child for his mother-coitus wishes 
by cutting off his penis. Such is the external 
explanation in terms of the triangle of the 
nursery. Structurally it is the same as the 
internal or physiological explanation in terms 
of the oral reflexes and transferred mother- 
hate. There is, accordingly, a resonance 
between internal and external situations which 
allows the interpretation of the one to be 
effective in respect of the other. Anterograde 
interpretation of the inner or physiological 
situation lessens the anxiety of the outer 
situation; retrograde interpretation by con- 
ventional analysis of the Cdipus situation 
ensures a greater stability of the physiological 
processes of which the oral reflexes are the 
pacemakers. 

Internal dichotomy between oral-sucking 
lust and oral-biting rage is reflected in the 
external dichotomy of the Cdipus conflict 
between mother-love and father-hate. From 
this nuclear position the effects of the dichot- 
omy may be traced in both directions. Within, 


-oral imbalance is followed by failure of 


autonomic co-ordination at one or many of 
the sites of meeting of parasympathetic and 
orthosympathetic. The sphincters or ring- 
muscles of the alimentary canal and pelvic 
openings are frequently affected, being either 
too loose or else closed in spasm; diarrhoea, 
constipation, bed-wetting in children, dyspep- 
sia in men and vaginal frigidity in women are 
among the many symptoms of visceral 
dichotomy. 

The newly rising science of psychosomatics 
concerns itself largely with those organs and 
tissues which are the possible sites of neural 
disharmony, being innervated by the polar 
network of the autonomic. The truth is slowly 
being realized in medical circles that many 


visceral diseases, seemingly purely of the 


body, are psychogenic in their origins and 
cannot be cured without a therapy of the 
mind. The therapy is most successful when it 
aims at reducing tension or psychic conflict, 
whether in terms of the (dipus situation or 
of the oral and autonomic reflexes. Healing of 
the breach on one side of the mind-body 
complex reduces the dichotomy of the other. 


The basic dichotomy once having been 
established, the pattern is reproduced at 
every succeeding level of organization. The 
idealized and all-perfect good mother acts as 
the focal point onto which are grafted all 
later experiences which are emotionally of the 
same pattern—of nurse, sisters, girl-friends, 
ultimately wife; but only in so far as their 
experiences conform to type. Each in turi. is 
idealized, and is viewed only as a replica of ‘he 
original perfect mother, only the good in ech 
is properly apprehended, the bad is rejected or 
extruded as an indigestible residue. 

Memories of the bad mother are repress<d, 
and her image reappears as the frustrating or 
castrating father, thereafter in all frustrators 
or castrators, all who stand in the position of 
authority and deprive or thwart. As with ‘he 
series of good objects, so here also the blinkers 
are in position and only the bad is appre- 
hended, the good rejected. By this process of 
grafting or crystallization of like upon like is 
built up a “sheep or goats” attitude to life; the 
whole world of the outer environment is viewed 
with the mentality of either-or, friend or foe, 
good or bad, and no object or person in life 
is seen as a real whole embracing both good 
and bad. 

The resonance or sympathy between internal 
and external situations can account for the 
success achieved in therapy whether by retro- 
grade or anterograde analysis. The retrograde 
is from the outer world. It analyses the emo- 
tions at their peripheral end, starting with 
the likes and dislikes of the present-day world 
and the persons onto whom they have become 
attached—wife, children, friends and foes of 
everyday life, each .attracting its quota of 
mother-love or father-hate but only rarely both 
loveand hate together. These emotions are freed 
from their repressions, and thus intensified are 
gathered or transferred onto the analyst, who 
must during this stage of the treatment remain 
outside the patient’s real life. He lives only 
in the zona incerta of the analytical situation, 


as a phantasy that has materialized in flesh 


and blood yet who declines to crystallize into 
reality. In the unity of his person, however, 
the conflicting — emotions of the patient are 
brought into an apposition from which there 
can be no evasion. They are traced backwards 
from the phantasy of the real analyst into the 
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phantasies of the past and to their origin in 
the real mother and father of childhood. 
Toward the end of a successful analysis the 
process goes into reverse, and the emotional 
attitudes of childhood, now rectified, pass 
back onto the analyst as a real person, appre- 
hended in his own right and no longer viewed 
through the mists of phantasy, thence to the 
real events of the patient’s outer world. 

The anterograde approach dispenses with 
the transference-situation. It offers a series of 
deep interpretations, in terms of the oral 
reflexes and the real mother of infancy, of the 
emotions that have been displaced to the 
pelvic apertures, and transferred through the 
ages of childhood and maturity onto the 
personal contacts of real life. From whichever 
side the approach is made, there is a resonance 
or sympathy between the inner and outer 
sides because the unity which is the patient 
is an indisseverable whole. 

The cardinal principle at every step is the 
replacement of dichotomy by integration. The 
polar concepts of love and hate, of good mother 
and bad mother, must be brought into an 
apposition from which the patient cannot 
escape, due regard being paid to his limits of 
tolerance. Thus brought together in the 
memories of the real mother, or in the person 
of the real analyst, they are unified into a 
harmonious opposition, a balanced antagonism 
of plus and minus which is the keynote of 
physiological tranquillity. 

A second principle, no less important than 
the first, is that contact between the outer and 
inner worlds is achieved mainly through the 
oral reflexes. An infant suckling first makes 
contact with the breasts of its mother, and 
apprehends her imperfectly as all-good, or 
all-bad, through the sensory feeling-tones of 
the lips. It is primarily an oral dichotomy, 
therefore, that is healed in part or in whole at 
the formative crisis of five months. Unless 
the rift in the unbalanced polarity of hate 
and love is traced to its origin in the oral 
zone, it will not be healed. Analysis that 
penetrates only to the CMdipus situation and 
castration-fears at the genital zone, or to 
the ambivalence of anal and urethral hate 
and love, cannot succeed in a full rectification 
of the patient’s emotional difficulties. It is 
moreover only through the oral zone, as pace- 


maker to the feeding-cycle and the alimentary 
and autonomic reflexes in general, that contact 
can be made between emotional and visceral 
levels. The establishment of this contact is 
the aim of psychosomatic medicine, in which 
functional diseases of the body are explained 
in relation to functional disharmony of the 
mind. 

Successful passing through the formative 
crisis of infancy means not only that the 
troubles of weaning and teething have been 
surmounted, but also that the infant has 
accepted such of reality as comes within its ex- 
perience, accepted it as a whole, its good and 
its bad, its nice and its not-nice, accepted it 
simultaneously rather than in succession. The 
harmony of oral-sucking and oral-biting under- 
lies the harmony of love with hate rather than 
their discord; there is then no partition of 
mother-love from mother-hate, no shedding 
of the load of hate from mother to father 
which is the nucleus of the (dipus position. 
Whether this has ever been achieved by a 
human infant, whether any child has passed 
into schooldays without its Gidipus complex, 
it is not possible to say. Nevertheless, and on 
physiological principles alone, it must be held 
as an ideal toward which the upbringing of 
future generations of children should be 
directed. | 

Nature has provided a sequence of oppor- 
tunities to rectify the failures at this early 
level of five months. These opportunities are 
based upon the resonance of internal and 
external situations. If a real harmony subsists 
in the home between mother and father, there 
is an opportunity for love and hate to be 
reconciled in the outer world, leading to a 
reconciliation of hate and love in the inner 
world. If mother is not wholly idealized, but 
is apprehended as a real person who has her 
failings, then the good-mother and the bad- 
mother of inner phantasy, in diluted editions 
as the mother who is sometimes nice and the 
mother who is sometimes cross, are reconciled 
by the obvious fact of their being one and 
the same person in the outer world. Father 
also may serve as a focal point for the recon- 
ciliation of hate and love; as a real father who 
is loved, and yet as a just source of authority 
who is respected, that is feared, his polarity as 
part of the outer world is taken in by the 
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child and serves to unify the plus and minus 
of the inner world. 

A happy home, then provides the ‘most 
stabilizing solution of a partial failure at the 
formative crisis of infancy. The parents as a 
domestic unity of mother-plus-father, and 
each as an individual who reconciles love-plus- 
hate in their own persons, offers to the child 
an external solution to its inner difficulties 
which in the majority of cases is accepted. 


SUMMARY 


The images of the good and bad mothers 
are built up on the oral reflexes and visceral 
sensations of the feeding-cycle and the reaction 
of frustration. Oral-sucking lust is projected as 
mother-love; oral-biting rage as mother-hate. 
For the first five months these are two separate 
images, dominating the mind in succession, 
never simultaneously. 

At five months the visual memory centres 
start to function. The infant can retain the 


images of both good and bad mothers simul- 
taneously. This is the “formative crisis’. The 
physiologically healthy solution is to allow 
lust (parasympathetic) and rage (orthosym- 
pathetic) to work in balanced antagonism as 
a polar couple ensuring tranquillity (homoeco- 
stasis). Love and hate should be directed 
toward the same person, the mother, who is 
then apprehended as a real person, both good 
and bad (nice and not-nice). 

This is the adult solution and is rarcly 
achieved. To avoid conflict within, love and 
hate are directed towards separate objects 
without: love is retained by the mother who 
is idealized, hate is transferred to the father. 
This is the G{dipodal partition of love from 
hate. It involves an imbalance between para- 
sympathetic and orthosympathetic, resulting 
in many of the visceral diseases studied by 
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BRIEF CHLORPROMAZINE TREATMENT OF DISTURBED 
PATIENTS IN A PSYCHIATRIC RECEPTION HOSPITAL’? 


LAWRENCE DEUTSCH, M.D., SHELDON E. WAXENBERG, Px.D., 
anp ROBERT DICKES, M.D. 


Therapeutic measures have long been 
sought for acutely disturbed psychiatric 
patients in order to prevent lengthy hospitali- 
zation. This investigation was undertaken to 
evaluate chlorpromazine as a brief treatment 
measure in the Psychiatric Division of Kings 
County Hospital which functions as a reception 
and short term treatment center. 


SUBJECTS AND PROCEDURES 


Extremely agitated patients on the dis- 
turbed wards who were refractory to usual 
forms of sedation were selected for this study. 
Any severe organic pathology disqualified a 
patient. Twenty-three males ranging in age 
from 17 to 54 years, mean age 34, and 27 fe- 
males ranging in age from 17 to 74 years, 
mean age 36, comprised the group of 50 pa- 
tients. Sixty-eight per cent of the patients 
were 40 years of age or younger. Forty of the 
50 patients presented schizophrenic reactions 
of various types. Two patients were diagnosed 
manic depressive psychoses; two were diag- 
nosed involutional psychotic reactions; one, 
a psychotic depressive reaction; three, chronic 
brain syndromes; one, a schizoid personality; 
and one, delirium tremens. According to the 
available records, 27 of the patients included 
in this study had not previously been ad- 
mitted to the Psychiatric Division of the 
Kings County Hospital nor to a state mental 
hospital. Five of the group had histories of 
previous admission to the Kings County 
Hospital Psychiatric Division but not to state 
mental institutions. Eleven of them had been 
in state mental institutions once, and 7 others 
2 to 5 times. 


Psychiatry, State Uni- 
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In view of reports of hepatic dysfunction 
and blood dyscrasia in chlorpromazine therapy, 
liver function tests, a non-protein nitrogen 
test, and a complete blood count were per- 
formed three times a week in almost all in- 
stances. The liver function tests were the 
brom-sulfalein retention, total and indirect 
serum bilirubin, cephalin flocculation, and 
urine studies for bile and urobilinogen. Choles- 
terol and esters, total protein, and albumin- 
globulin ratio were examined periodically. 
These data are reported in detail in another 
paper (6). 

Dosage levels of chlorpromazine were sought 
at which the patients would be quiet, coopera- 
tive and somewhat drowsy (14). This approach 
necessitated giving as much as 800 mg. per 
day in several cases. Most of the patients 
were maintained on levels of 200 to 400 mg. 
per day. It was necessary in 42 of the.50 cases 
to initiate treatment via the intramuscular 
route since the majority of these disturbed 
patients were uncooperative. The injectable 
form of the drug was given via stomach tube 
to a small group of patients who were being 
tube fed. It was necessary to use these methods 
for only a few days in about half these cases 
since some patients became cooperative within 
this time. However, some patients were 
electively continued via the intramuscular 
route. 

Some patients were visited weekly by a 
psychiatric resident or members of the attend- 
ing staff for evaluation; others were seen one 
to five times a week during their hospital 
stay. Furthermore, patients on chlorpromazine 
were attended every three hours by the nurs- 
ing staff and three times a week by physicians 
in connection with hepatic studies. There was 
more contact with hospital staff members than 
can be given to most patients. After seven to 
fourteen days, many of the patients were 
transferred to quiet wards where they were 
able to participate in occupational and rec- 
reational therapies. 


273 


‘This research was aided by a grant from Smith, 
Kline _& French Laboratories, Philadelphia, Penn- 
sylvania, who also the which 


274 Lawrence Deutsch, Sheldon E. Wexenberg, and Robert Dickes 


Treatment was initially planned to span a 
period of approximately two to four weeks. 
Three pafients were arbitrarily taken off the 
drug after five days, and several patients late 
in the study were continued beyond four 
weeks. Chlorpromazine was discontinued 
whenever there was evidence of persistent 
liver or hematological dysfunction or other 
intercurrent severe organic illness. When there 
was little or no psychiatric improvement in 
two to four weeks, the patients were ordinarily 
certified to state hospitals. When it was felt 
that adequate improvement had ensued, medi- 
cation was discontinued, patients were ob- 
served for a week or longer, and, if the im- 
provement was maintained, they were 
discharged to their homes. Discontinuation of 
the drug was abrupt rather than gradual, and 
no maintenance doses of chlorpromazine were 
prescribed. 

After treatment was terminated, the patients’ 
clinical records were evaluated. Pre- and post- 
treatment comparisons were made with re- 
spect to quality of affect, disturbances in 
thinking, tendencies toward autistic with- 
drawal, and such manifestations as hallucina- 
_ tions and delusions. In addition, changes in 
agitation, insight, judgment, and general 
intellectual functioning were clinically ap- 
praised. 

RESULTS 

Forty-four of the 50 patients were extremely 
agitated prior to chlorpromazine therapy. 
Thirty-nine of these 44, or 89 per cent, quieted 
dramatically during treatment; the remaining 
11 per cent showed no change. The majority 
of the patients were admitted for observation 
because of schizophrenic reactions of various 
types, and changes in such symptoms as 
constriction of affect, disturbances in thinking, 
and autism were noted. Fifty-six to 70 per cent 
of the patients showed improvement in various 
of these manifestations. Fifty-eight per cent 


of the patients presenting hallucinations and- 


delusions showed amelioration. Approximately 
one-half of the patients showed some improve- 
ment in insight, judgment, and intellectual 
functioning (see table 1). As has been empha- 
sized by many other investigators (2, 5, 10, 
15, 20), the most outstanding and consistent 
improvement in this group was in the calming 
of agitated states. 


TABLE 1.—NoumBer oF PATIENTS OUT OF Group or 
Firty SHOWING CHANGES IN PsyYcHIATRIC 
DISTURBANCES 


GE 

44/ 0 | 5/39! .89 

Disturbance of affect... .. 50} 0 | 15 | 35 .70 

Disturbance in thinking..| 50} 0 | 22 | 28 .56 

Autistic withdrawal... ... 47| 1 | 17] 29) .62 

Hallucinations........... 26; O | 111/15) .58 

36| | 15 2 | 58 

Insight impairment... .. . 50| 0 | 27| 23! .46 

Judgment impairment. 50| 0 | 24| 26| .52 
General intellectual im- 

50} 0 | 23 | 27) .54 


Twenty-four of the 50 patients improved 
sufficiently to be discharged to their homes. 
Twenty-six did not show adequate improve- 
ment and were sent to mental hospitals. Thus, 
48 per cent of the total group of patients were 
discharged to their homes after brief chlor- 
promazine therapy. This experience is similar 
to that described by Lehmann (14). 

As mentioned above, 40 of the 50 patients 
presented various types of schizophrenic reac- 
tions. When the dispositions of these patients 
were reviewed in relation to diagnoses, it was 
noted that two groups of patients fared dif- 
ferently from the remainder. Eight of 11 with 
a diagnosis of schizophrenic reaction, acute 
undifferentiated type, and 5 of 7 with a diag- 
nosis of schizophrenic reaction, schizo-affective 
type, were discharged to their homes. Of the 
other schizophrenic types, the chronic undif- 
ferentiated, the paranoid, and the catatonic 
reactions, only 4 out of 22 patients were dis- 
charged to their homes. The 10 remaining 
patients fell into 8 additional diverse diag- 
nostic categories, constituting too few cases 
to permit evaluation of the effect of the drug 
in any specific category. 

Various factors were investigated in terms 
of their relationship to the ultimate disposition 
of the patients. The entire patient group was 
divided into upper and lower subgroups, usu- 
ally on the basis of the median, for each par- 
ticular variable, and then chi-square tests were 
made of the statistical significance of the 
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division of the subjects in relation to their 
being discharged to their homes or being sent 
to mental hospitals. Since this study was con- 
ducted in a reception hospital with patients 
experiencing acute psychotic episodes, certain 
items of personal history and past mental 
iliness were considered in relation to disposi- 
tion. The age and sex of a patient, a history of 
previous state mental hospitalization, and the 
duration of symptoms before the current ad- 
mission were not statistically significant items 
at the .05 level in relation to disposition. 

The 50 patients were ranked according to 
the number of days they were maintained on 
chlorpromazine and were divided on the basis 
of the median time into two groups, 26 who 
received the drug 5 to 21 days and 24 who 
received it 22 to 51 days. Nine, or 35 per cent, 
of those who received the drug for shorter 
periods were discharged to their homes. 
Fifteen, or 63 per cent, of the group maintained 
on the drug for longer periods were discharged 
to their homes. This difference is significant 
at the .0S level. While it is generally felt, as 
is indicated by this finding, that prolonging 
treatment is important, Winkelman (20) and 
Ayd (2) have reported that continuing the 
drug without indications of improvement 
beyond three weeks’ time is usually useless. 

The possibility was investigated that favor- 
able disposition, return home, was a function 
simply of the number of days in the hospital 
rather than of the number of days on chlor- 
promazine. The patients were divided into 
two groups. One group comprised those 24 
patients hospitalized a total of 17 to 35 days, 
of whom 9 went home; and the other com- 
prised those 26 patients hospitalized 37 to 72 
days, of whom 15 went home. The chi-square 
test does not give evidence of a significant 
relationship between total length of hospital 
stay and the disposition of these patients. 

Patients were next ranked according to 
their average daily dosage of chlorpromazine. 
The half of the group of 50 patients who re- 
ceived lower average daily dosages, namely 
124 to 307 mg., was compared with the half 
of the group who received higher average 
daily dosages, namely 308 to 647 mg. Twelve 
patients on higher average daily dosages went 
home, and 13 were sent to mental institutions. 
Of those patients on lower average dosages, 
identically, 12 went home and 13 were sent to 


state hospitals. As long as the dosage of 
chlorpromazine is sufficient to quiet the 
patient, the dosage level does not appear to be 
a crucial factor. This finding parallels the 
reports by Ayd on hospitalized patients (3) 
and ambulatory patients (2) that large dosages 
were no more effective than 200 to 300 mg. per 
day. Lomas (17) and Pollack (19) have reached 
a similar conclusion. 

In order to further explore the effect of 
dosage, by giving greater importance to ex- 
treme dosages, the 10 patients who received 
the lowest average daily dosages, 124-212 mg., 
were compared with the 10 patients who re- 
ceived the very highest average daily dosages, 
456-647 mg. Four of the low dose group and 5 
of the high dose group were discharged to their 
homes, giving a difference which is not statis- 
tically significant. 

A statistical comparison was undertaken of 
the differences in patient disposition in relation 
to the number of patient visits by various 
members of the psychiatric staff. They were 
ranked according to the total number of times 
they were seen. Those patients, 24 in number, 
who were seen for individual interviews 6 or 
fewer times were compared with a group of 
26 patients who were seen between 8 and 30 
times. Ten, or 42 per cent, of the group of 24 
patients who were seen less often went home; 
whereas 14, or 54 per cent, of the group of 26 
who were seen more often went home. A chi- 
square test of these data does not give evidence 
of a significant relationship between the 
amount of general psychiatric attention re- 
ceived during such brief hospitalization and 
disposition in these 50 cases. An evaluation of 
this statistical result requires that account be 
taken of the very limited amount of psycho- 
therapy available to these patients during 
their stays in the reception hospital and of 
the fact that the psychotherapy was done by a 
number of psychiatrists with differing back- 
grounds and training. 

Significant liver dysfunction was present in 
approximately one-third of the patients. Only 
one patient developed jaundice. The brom- 
sulfalein retention and the alkaline phos- 
phatase tests were found to be the earliest 
and most sensitive indicators of hepatic dys- 
function. It would appear advisable to use 
these more sensitive tests as cautionary indi- 
cators during chlorpromazine treatment rather 
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than the icteric index or serum bilirubin tests. 
Changes in certain hematological constituents 
were noted in about one-third of the patients. 
Eleven showed 7 to 21 per cent eosinophilia. 
Immature white blood cells such as myelocytes, 
promyelocytes and metamyelocytes were seen 
in the blood samples of 7 other patients. A 
leukopenia developed in 3 of the latter 7 cases. 
Thirteen of the 18 cases with hematologic 
abnormality were among the 17 who showed 
evidence of hepatic dysfunction. The liver and 
blood data are presented in greater detail in 
another paper (6). 

The possibility of a relationship existing 
between the remission of psychotic symptoms 
and the development of liver dysfunction dur- 
ing chlorpromazine treatment was investi- 
gated. A comparison by means of chi-square 
between the disposition of the 17 patients who 
showed signs of liver dysfunction and of the 
other 33 patients revealed no significant dif- 
ference. Only one patient in the study de- 
veloped symptoms of Parkinson’s disease, and 
his psychiatric condition necessitated his being 
sent to a state hospital, although there have 
been suggestions of a positive relationship 
between the development of Parkinsonian 
symptoms during chlorpromazine therapy and 
a favorable psychiatric outcome (1, 4, 8, 11). 

Other side effects and complications were 
noted. Although lactation in female patients 
has been found to be quite common (13), and 
even incidence as high as 80 per cent has been 
reported among chlorpromazine treated pa- 
tients (1, 18), only one patient in this series, 
aged 19, never pregnant, developed a breast 
discharge resembling milk after receiving 
chlorpromazine for 3 weeks. The discharge 
ceased after the medication was discontinued. 
Practically all patients developed voracious 
appetites, and weight gains of 10 to 15 pounds 
in 3 or 4 weeks were common. Hypotension, 
with systolic blood pressures below 90 mm. of 
mercury, occurred quite frequently in patients 
at bed rest as well as in those who were am- 
bulatory. Doses were withheld when hypo- 
tension appeared, but invariably patients 
could be continued on chlorpromazine within 
a few hours. Twenty-two patients received 
chlorpromazine intramuscularly for a week or 
‘longer. Of this group, about one-third de- 
veloped abscesses in their glutei or deltoids. 
Two required surgical intervention. Several 


female patients who were kept at bed rest 
longer than seven days developed urinary tract 
infections with typical symptoms of cystitis, 
It was felt that this complication was related 
to incontinence of feces in these patients. The 
usual infectious agent was Escherichia coli. A 
large number of patients complained of blur- 
ring of vision and drowsiness, especially during 
the first two weeks of therapy. An a!most 
universal complaint was of dryness of the 
mouth and of thirst, and it was common for 
patients to drink from 3,000 to 5,000 cc. of 
fluids daily. A staff nurse who had handled the 
parenteral form of chlorpromazine for over a 
year developed a contact dermatitis which was 
so severe that she was unable to work for 
several months. This case very closely parallels 
the two cases reported by Lewis and Sawicky 
(16) involving contact dermatitis in two 
visiting nurses. 
DISCUSSION 


Within a period of 16 months after the first 
patient was discharged and 2 months after 
the last one was discharged to his home, 7 of 
the 24 patients originally sent home were re- 
turned to the hospital, 3 within a week of 
discharge and the other 4 within a period of 1 
to 5 months. At the time this study was carried 
out it was not feasible to provide psychiatric 
out-patient care or maintenance chlorproma- 
zine therapy for discharged patients through 
routine hospital channels. None of the 7 dis- 
charged patients who were subsequently 
readmitted had effected arrangements for 
further treatment of any sort. Five of the 
other 17 patients discharged, on the other 
hand, had made arrangements with various 
psychiatrists for private treatment. Although 
these observations involved experience with a 
limited number of patients, it is our impression 
that greater protection against recurrences of 
episodes of acute mental illness would be 
achieved if definite arrangements could be 
made for psychotherapy upon discharge from 
the reception center. 

Four patients with depression as the chief 
presenting symptom seemed to be more 
amenable to therapeutic approaches when 
treated with chlorpromazine. Despite reports 
that depressed patients do not tend to do well 
on chlorpromazine (9, 12), all four of these 
patients were discharged to their homes after 
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showing ‘adequate amelioration of symptoms. 
ne of them made arrangements for further 
tment, and two of them were subsequently 
returned to the hospital. 

_ Chlorpromazine was found to be very useful 
as an aid in bringing patients out of their 
acute psychotic episodes. It must be remem- 
bered that during this study the drug was 
ordinarily discontinued at approximately this 
por In this respect it did not differ in use 
and goal from certain older therapies, such as 
electric shock and barbiturates, utilized in 
reception hospitals. However, chlorpromazine 
has certain distinct advantages over these 
other therapies, particularly in that memory is 
left intact and useful verbalization is fre- 
quently facilitated, in contrast to the memory 
impairment following the shock therapies. 
These advantages highlight the great value 
chlorpromazine therapy might have for such 
severely disturbed patients as were treated in 
this study as a preparatory step in a program 
of long-term out-patient care. Despite these 
beneficial effects of chlorpromazine therapy, 
no changes in basic character structure were 
noted. Brief chlorpromazine therapy in the 
reception hospital was considered to be an 
effective method of reducing the number of 
patients requiring further hospital care. 
Patients under the drug frequently solicit 
further psychiatric help. Chlorpromazine thus 
is very helpful during acute episodes in calm- 
ing patients and in‘ promoting accessibility. 
It is this greater accessibility which would 
appear to make possible earlier treatment of 
fundamental and precipitating conflicts. 

The calming or quieting effect of chlor- 
promazine may be viewed, perhaps, as a 
decrease of anxiety concomitant with a de- 
crease in mobility. Many of the patients were 
brought to the hospital asa result of aggressive 
outbursts or fear of such aggression. Possibly 
the ego reorganization and decrease in anxiety 
noted in some of the patients may be related 
to the enforced decrease in mobility brought 
about by chlorpromazine. A parallel can be 
drawn between this formulation and Freud’s 
concept of the dreamer being able to dream 
with relatively little anxiety because of the 
inhibition of motor activity during sleep (7). 
The dream and the hallucinatory process are 
closely related. During sleep and when on 


chlorpromazine therapy, motor activity is 
decreased. This interference with motor ac- 
tivity gives the ego a respite and allows a 
decrease in anxiety. These factors would 
appear to merit further investigation. 


SUMMARY 


Fifty disturbed patients were given chlor- 
promazine while on psychiatric reception 
wards. Liver and blood studies were run con- 
currently. Evidence of liver dysfunction and/or 
some hematological abnormality was noted 
in more than one-third of the patients. 
Jaundice and Parkinsonism were rarely found; 
specifically, one instance of each among the 
50 patients. 

Thirty-nine, or 89 per cent, of the 44 agitated 
patients were definitely calmed during chlor- 
promazine therapy. Smaller proportions, 46 
to 70 per cent, of the total group of 50 showed 
amelioration of other psychotic symptoms and 
impairments. Patients with diagnoses of acute 
undifferentiated and schizo-affective schizo- 
phrenic reactions were found to be most likely 
to remit while under the chlorpromazine 

en. 

Twenty-four of the 50 patients were subse- 
quently discharged to their homes, and the 
remaining 26 required further psychiatric 
hospital care elsewhere. Significantly more of 
the patients treated for an extended period 
(22-51 days) were returned to their homes 
than of those who were treated for briefer 
periods (5-21 days). Significant differences in 
disposition rates were not found in relation to 
any of the following variables: total number 
of days in the reception center (17-35 versus 
37-72 days), average daily dosage of chlor- 
promazine (124-307 versus 308-647 mg.), 
route of administration (intramuscular versus 
oral), age or sex, history of previous admission 
to a state mental hospital, duration of symp- 
toms before current admission, or number of 
days on the wards before chlorpromazine 
therapy was instituted. 


We wish to express our appreciation to Dr. William 
A. Console and to Dr. Jan Frank for their review of the 
case material and their suggestions during the course of 
treatment of some of the patients. Acknowledgment is 
made also of the conscientious assistance of Drs. Samuel 
Abrams, Jay B. Berlowe, Julius Buchwald, Joseph T. 
Coltrera, Laurence Loeb, George D. Meyer, Norman 
N. Ralske, and Harold P. Surchin. 
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A PSYCHIATRIST LOOKS AT EPILEPSY 


_ THOMAS D. POWER, MLD. 


General convulsions have been found to be 
associated with so many pathological con- 
ditions that epilepsy is now regarded more in 
the light of a symptom than as a disease, 
despite the fact that very often no underlying 
abnormality can be detected. Thus, fits may 
result from toxins, circulatory disturbances, 
tumours, asphyxia and drugs. Moreover, con- 
vulsions can be evoked in physically healthy 
people by “stimulating” the brain with an 
electric current, and, more puzzling still, this 
procedure may benefit patients who are suf- 
fering from mental disorder. In view of these 
facts, particularly the last, one cannot help 
wondering whether the nervous discharge 
associated with a convulsion is so chaotic and 
meaningless as is usually assumed. May it not 
on the contrary be the expression in crude and 
exaggerated form of laws which regulate 
normal nervous functioning? The role of the 
nervous system is one of adaptation, and any 
of the noxious influences listed above must 
seriously impair its capacity in this direction. 
Are we to suppose that under such conditions 
of internal stress it completely renounces its 
function and behaves in an utterly lawless 
manner? 

_ In the following pages it is proposed to 
examine a general convulsion from three 
clinical aspects which promise to throw some 
light upon the subject. It will be considered: 
first, from the standpoint of Hughlings Jack- 
son’s theory of nervous dissolution, or evolu- 
tionary reversal; secondly, from the stand- 
point of the repetitive character of the convul- 
sive movements; and thirdly, partly following 
Hughlings Jackson, as representing a fusion 
of many and various coordinated movements 
into a mass spasmodic movement. An attempt 
will be made to draw a parallel between these 
neuromuscular happenings during a fit and 
certain psychological happenings in the post- 
convulsive confusional state. 
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I. Nervous DISSOLUTION OR EVOLUTIONARY 
REVERSAL 


A. Neurological aspect 
Hughlings Jackson (19) who was greatly 


_ influenced by the writings of Herbert Spencer 


maintained that many of the symptoms of 
nervous disease could be explained on the 
basis of the Doctrine of Dissolution. Nervous 
dissolution proceeded in the reverse order to 
that of evolution, and in the course of it there 
was a reduction from the least organized, most 
complex and most voluntary behaviour to- 
wards that which was most organized, most 
simple and most automatic. While Jackson 
made great use of this hypothesis to explain 
post-convulsive phenomena, he never seems 
to have applied it to the convulsion itself. To 
him a convulsion represented a sudden, exces- 
sive and rapid discharge of nerve cells which 
for one reason or another had become unstable. 
This excessive discharge left the implicated 
nerve cells in a state of exhaustion so that for 
a time after_the fit they were unable to exer- 
cise their controlling influence over lower 
centres. Hence, following a fit, there was a 
reduction to a lower evolutionary level. 

In Hughlings Jackson’s time no research 
work had been done on the way in which 
movement is developed ontogenetically. Had 
it been otherwise this great clinical observer 
might well have seen in the convulsion itself a 
re-awakening of an earlier pattern of behaviour 
or, in other words, a manifestation of dissolu- 
tion or evolutionary reversal. There are now 
two schools of thought regarding the way in 
which coordinated movement is developed. 
According to one, the Sherrington school, it is 
evolved by the integration of simple reflexes 
into complex formations. According to the 
second school, with which the name of the 
neurophysiologist Coghill is associated, be- 
haviour is integrated as a whole from the begin- 
ning, and from this “total pattern’ local 
reflexes become segregated out as development 
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proceeds. The work of Coghill and his followers 
appears to be so little known to neurologists 
and psychiatrists that before proceeding it will 


be as well to give some extracts from a previous | 


paper which refer to the subject (25): 

“Coghill showed (6) how in the embryo of 
the amphibian Amblystoma movements 
destined to become local first formed part of a 
generalized movement. For instance, move- 
ments of the fore-limbs, hind-limbs and gills 
could not at first occur independently of trunk 
movements. As development proceeded, how- 
ever, the limbs and gills were enabled to act by 
themselves by the dropping out of the trunk 
component. Coghill did most of his work on 
Aroblystoma, but he considered his findings 
applied equally well to the human foetus. He 
says (7): ‘I am convinced by a study of all 
available records of movements in human 
foetuses of the first six months that behaviour 
develops in man as it does in Amblystoma, by 
the expansion of a total pattern which is inte- 
grated as a whole from the beginning and by 
individuation of partial patterns (reflexes) 
within the unitary whole.’ 

“Barcroft and Barron (2) studying the sheep 
foetus found a certain amount of evidence 
_ which supported Coghill’s theory. Their inves- 
tigations showed that at an early stage of 
development extensive bodily reactions were 
evoked by stimulating the foetal head, and 
that as time went on independent patterns of 
behaviour—for example, respiration—became 
segregated out from the initial total response. 
While admitting the validity of some of the 
arguments of the opposing school, they con- 
. clude that, ‘so far, therefore, as local and mass 
responses are concerned in the sheep, local 
mechanisms do appear to become segregated 
out from the total response in the sense implied 
by G. Coghill in his account of the develop- 
ment of behaviour in Amblystoma.’ 

“Observations on the human foetus have 
necessarily been scanty. Minkowski, a prom- 


inent worker in this field, although he did not - 


subscribe to Coghill’s views, is reported by 
Irwin (15) as having found in human foetuses 
considerable irradiation of nervous impulse. 
There were no isolated reflexes which were 
localized in the segments stimulated (as one 
would expect to occur on the basis of Sher- 
rington’s theory. TDP.); on the contrary, 
reactions from local stimulation tended to 
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irradiate over the whole body. This finding of 
Minkowski’s would seem to imply mass 
activity.” 

It will be seen that Coghill’s theory of the 
development of behaviour as outlined above is 
directly opposed to that of Sherrington. The 
former is analytic; the latter, synthetic. 
According to Coghill, an original mass response 
becomes fractionalized as development pro- 
ceeds, while in Sherrington’s view simple 
reflexes become progressively compounded and 
integrated into a unitary whole. , 

And now to return to the epileptic fit. Does 
it represent a revérsion to the massive type of 
behaviour alleged by the Coghill school to 
characterize early foetal activity? Behaviour 
in a general convulsion can certainly be 
described as massive, for during a fit the 
greater part of the skeletal musculature is 
thrown into action simultaneously, resulting 
at first in a sustained posture so rigidly con- 
stituted that the body can be rolled about in 
one piece like a corpse in rigor mortis. At the 
same time the limbs cease to be hinged appen- 
dages and lose their independence of action. 
Soon, of course, this tonic spasm gives place 
to intermittent clonic contractions, and as 
these progress, the “hinges” at the hips, shoul- 
ders, knees and elbows gradully become re- 
established. It would be possible to see in all 
this a return to the type of behaviour said to 
be exhibited by the young foetus in response to 
stimulation. But is the massive response of 
the embryo convulsive in type? Coghill makes 
no reference to this, and perhaps in dealing 
with so small an animal as Amblystoma it 
might be a difficult point to determine. Bar- 
croft (1), however, has more to say about the 
matter. He describes how the earliest move- 
ments of the sheep foetus are “jerky” in type, 
and how, as development proceeds, the move- 
ments become more “sustained”. Later still, 
there is a suppression of all activity due to the 
intervention of inhibition. If, however, at this 
stage of inhibition asphyxia of the foetus be 
deliberately produced by pressure on the 
umbilical cord, intense activity again becomes 
apparent, and there is a reappearance of the 
“sustained” and “jerky” movements in the 
reverse order to that in which they were 
originally developed. To quote Barcroft’s 
words: “The general picture presented by the 
central nervous system is that of a mechanism 
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which develops the power of jerky movement 
early. Later, these jerky movements become 
much more drawn out and irradiation more 
limited, and later still inhibition becomes 
developed and obscures movement. In the 
reverse order, as these traits are removed by 
interference with the normal environment (by 
asphyxia produced by pressure on the cord 
TDP.) the foetus simulates in turn ones in 
which the brain has been severed at progres- 
sively descending levels. Starting with a con- 
dition of quiescence, it passes through a 
stage of sustained extension to one of jerky 
movement, and finally it becomes immobile and 
dies. So also as the foetus deteriorates, it 
progressively reverts to the properties of 
earlier days.” 

Barcroft then goes on to say: “I may add 
that if instead of calling the movements 
typical of “release” in the foetus “jerky” I 
had called them “twitchings”’, or in more 
accentuated cases “convulsions”, or even 
“marionette-like” movements they would not 
have been inaptly described.” Although he 
Barcroft 
undoubtedly had in mind the neurological 

anism underlying convulsions in man, 
beca k in question deals prominently 
with the effect on the human brain of such 
conditions as oxygen excess and deficiency, 
carbon dioxide excess and deficiency, as well as 
hypo- and hyper-glycaemia, all of which may 
be associated with convulsive phenomena. 

There are, therefore, some experimental 
grounds for regarding the earliest foetal move- 
ments as being both “massive” and “convul- 
sive” in character, and we note in passing 
Barcroft’s observation that in the sheep foetus 
ontogenetically earlier types of movement are 
re-awakened under the influence of asphyxia. 
In view of this it would appear at any rate a 
possibility that the human convulsion does not 
reflect as is generally assumed a meaningless, 
excessive discharge of unstable nerve cells, but 
arises from a sudden reversion of nervous 
activity to a prenatal pattern of functioning. 
But it would not fit the facts to call this a 
“release” from higher control of an earlier 
type of functioning because, as Hughlings 
Jackson maintained (18) we are in the case of 
a general convulsion dealing with a discharge 
of nerve cells beginning at the “highest level”. 
The possibility of release from higher control 


could not, therefore, arise. There is, however, 
an alternative possibility, based on a principle 
which, although hitherto mainly of psychiatric 
interest, may well turn out to have general bio- 
logical validity. It is that in response to adverse 
conditions in the environment the organism 
tends to “regress’’ to an earlier pattern of be- 
haviour.' Applying this principle to the con- 
vulsion we could regard the implicated nerve 
cells as reverting to a primitive pattern of 
discharge in the face of difficulties of adjust- 
ment brought about by an unfavourable in- 
ternal environment. In other words, a con- 
vulsion would represent a stress reaction. 
Admittedly, there is usually no external stress, . 
but under conditions of impaired nervous 
functioning the pressure on adjustment exerted 
by a normal environment would have the same 
effect as if external stress existed. And even in 
the case of idiopathic epilepsy, where no 
pathological factor has been ascertained to 
date, there is presumably some morbid influ- 
ence at work impairing nervous functioning. 


B. Psychological aspect 

The next question to consider is whether 
there is associated with this suggested neuro- 
logical dissolution during a fit a parallel 
psychological regression. In a very wide 
psychiatric sense regression may be defined as 
the re-living by an individual of his past, or 
part of it, in the present. There are some 
grounds for believing that it is the psycholog- 
ical correlate of nervous dissolution (26), al- 
though regression appears to bean active process 
brought about by difficulties of adjustment, 
whereas nervous dissolution is usually re- 
garded as passive (a “letting go”) . If the two 
are indeed related, we should expect to find 
evidence of regression in the post-convulsive 
confusional state where nervous dissolution 
(or “‘release’’) is widely agreed to be present. 
Unfortunately, idiopathic epileptic fits do not 
occur to order, and when they do happen to be 
witnessed by the physician, the time and place 
are often inconvenient for the carrying out of 
psychological investigations. However, some 
twenty years ago there was put into the hands 
of psychiatrists a means of studying epilepsy 
which would have gladdened the heart of 


‘R. Brun, quoted by Dunbar (8), applies the con- 


a of “ ion” to the behaviour of the caterpillar 
tony under conditions of deprivation. 
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Hughlings Jackson. I refer to the use of the 
convulsant cardiazol (known in the United 
States as’ metrazol) as a therapeutic agent. 
From then on we were able to induce fits in 
the human subject at will, and to observe their 
onset, development, and after effects under 
conditions comparable to those of a laboratory 
experiment. With the introduction of the 
electrical method these opportunities for 
research have somewhat diminished, for in 
the case of cardiazol the post-convulsive con- 
fusional state is more pronounced and more 
prolonged than after a fit induced by elec- 
tricity. However, although many of the obser- 
vations we are about to consider were made in 
the first instance on patients undergoing 
treatment by cardiazol, they are also applic- 
able to the ECT fit and, attention having been 
called to them, should be readily susceptible to 
confirmation by anybody using the electrical 
method. Lest it be argued that the findings in 
cardiazol convulsions are inapplicable to 
pathological forms of epilepsy, the reader is 
reminded that the EEG in metrazol induced 
fits is said to be similar to that in grand mal 
(22). 
_ As a rule five to ten minutes after a thera- 
peutic fit any initial restlessness will have 
disappeared, and the patient will have sunk 
into a condition of confused quiescence which 
later merges into ordinary sleep. But during this 
period of quiescence partial rapport can be 
established with him by means of repeated 
stimulation, although he 
islike to being roused, and 
to be overcome before 
t is made. It should be 
on when he has fully 
recovered co , the patient will 
remember little or nothing of anything he has 
said or done while in this post-convulsive state. 


grade amnesia may extend back for days, weeks 
or months, but the further back we trace it, 
the more patchy does it become. The events 
immediately preceding the convulsion are 


more or less uniformly obliterated, but of the . 


more remote events some are remembered 
while others of the same chronological level are 
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not. This retrograde amnesia itself suggests a 
slight reversal of individual evolution since | 
recent experiences are affected most. It can 
usually be shown, however, that in addition to 
the retrograde amnesia (negative symptom) 
there is a re-awakening of past orientations, 
knowledge and attitudes of mind which have 
long lain dormant (positive symptom). In 
the post-convulsive confusional state the 
patient is in certain respects re-living former 
stages of his life, and in this sense there is regres- 
sion. Here are a few illustrations taken from 
an earlier paper (24): 

If patients are asked to write their names 
and addresses before their therapeutic fits, and 
again at the earliest possible moment after- 
wards, some 50 per cent will write an old 
address in the post-convulsive state, sometimes 
one at which they lived twenty years before. 
While it is easy to understand how the retro- 
grade amnesia might obliterate the memory of 
their present address, this would not fully 
account for the belief that they are living at an 
old one, especially if, as is sometimes the case, 
they had lived at the old address for a shorter 
period than at the present one. Again, if the 
patient be asked after a fit to give the name of 
his employer, he may give the name of a for- 
mer employer in preference to the present one. 
This again, seems to indicate a re-living of the 
past. The same thing can be brought out by 
questioning patients regarding the current 
price of goods, e.g., cigarettes, which have 
risen in price in recent years. In many instances 
in the post-convulsive state the old price is 
given in preference to the present one. Sim- 
ilarly, the name of a Prime Minister of bygone 
days may be substituted for that of the one now 
in office. In the case of elderly patients this 
re-living of the past may be demonstrated in 
another way. Some patients whose hair is 
grey or white may insist after a convulsion 
that it is brown or black, or whatever its 
original colour was. Others may argue that 


' they still have their own teeth although they 


are in fact edentulous. Others, again, may 
deny that they need glasses for reading. Lastly, 
patients who are cricket or football enthusiasts, 
and who normally know the name of every 
player on their favourite team, may after a fit 
include in the team players of twenty years ago. 

All this seems to suggest that after a con- 
vulsion there is a turning back of the pages of 
life’s history. It cannot be too strongly empha- 
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| The first thing we find when contact has been 
| established is that\the patient is suffering from 
| a retrograde amnesia: for a quarter of an hour 
| or more after his fit\he has no recollection of [ii 
| having been given the\treatment, or of any of 
| the circumstances attéyding it. The retro- 
| 
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‘sized, however, that the regression is not uni- 
form. After a fit a patient may give the name of 


‘a Prime Minister who functioned forty years 


ago, and yet at the same time he may be 
perfectly aware that he has a wife and children 
which he acquired much later. Again, he may 
say that a letter requires a penny stamp which 
it once did, and yet be quite sure of the present 
price of a packet of cigarettes. As will be 
stressed in a subsequent section, after a con- 
yulsion there is a telescoping of experience with 
the accent on the distant past. 


II. REPETITION 


Repetition of movement, is an invariable 
accompaniment of a general convulsion. The 
thythmic jerks known as clonic spasms show 
this characteristic in its simplest form, but 
the preceding tonic spasm can be interpreted 
in the light of a number of clonic spasms fused 
together. Hughlings Jackson was the first to 
suggest this relationship between tonic and 
clonic spasms. He says (16): “In tonic spasm 
the intervals are so short that the very ‘idea’ 
of succession is lost; the intervals are indeed 
bridged over, and there is, in a sense, no 
apparent movement—as the humming-top, 
when in excessively rapid rotation, seems still.” 
Actually, in cardiazol induced fits the tonic 
phase is preceded by a few clonic jerks. More- 
over, during the first few clonic spasms which 
follow the tonic phase, the posture adopted in 
the preceding tonic phase is momentarily 
reassumed. Both these facts support the view 
that tonic spasm consists of fused clonic 


This repetition of movement during a con- 
vulsion is not without interest from the stand- 
point of evolutionary reversal discussed in the 
previous section. Barcroft tells us (3) that at 
a very early stage of development stimulation 
of the sheep foetus “causes not merely one 
spasm, but a series of perhaps twenty spasms, 
one after another, amounting to a rhythm.” 
It would be possible, therefore, to regard the 
repetitive character of movement exhibited 
during a convulsion as a further indication of 
the reduction of behaviour to its earliest begin- 
nings. However, what interests us more here is 
that the phenomenon of repetition evinced 
during a convulsion can still be demonstrated, 
although in more highly evolved form, during 
recovery from the fit. 

Let us return to the therapeutic fit. When 
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restlessness develops during recovery, a repet- 
itive but coordinated movement may some- 
times arise out of some vaguely purposeful 
action. Thus, a patient may repeat over and 
over again the movement of drawing the cover- 
ing blanket up to his chin. Or another who 
has been stimulated by having his hair gently 
pulled may continue to execute defensive move- 
ments long after the hair-pulling has ceased. At 
this stage, also, fixed attitudes of the catatonic 
type may sometimes be observed, and, as 
already suggested, the difference between a 
fixed attitude and a repetitive movement in 
the same direction is only one of degree. 
Whether or not any form of mental function- 
ing accompanies such post-convulsive move- 
ments and fixations is impossible to tell because 
at this stage of recovery verbal contact with the 
patient is out of the question. 

Once rapport has been established, how- 
ever, repetition in speech, reading and writing 
can usually be demonstrated. A man who has 
been roused from his post-convulsive sleep may 
answer the first question put to him quite 
sensibly, and then give the sarfie answer to all 
subsequent questions. He shows no dissatis- 
faction with his “‘barrel-organism” as do some 
non-epileptic aphasics, and there seems to be 
no attempt to say anything different from the 
words uttered. Again, in writing an address, 
words, syllables and individual letters may be 
repeated over and over again. Indeed, when 
he has reached the foot of the sheet of paper, 
the patient may continue his repetitive writ- 
ing on the bedclothes. It is the same with read- 
ing. If the patient be given a newspaper to read 
aloud he may keep on repeating a word or 
sentence, or, alternatively, he may read hori- 
zontally across the newspaper disregarding the 
vertical lines between the columns and, of 
course, completely ignoring the lack of sense 
in what he reads. Apparently, when the eyes 
are set on a horizontal course, there is diffi- 
culty in altering this adjustment. Here we 
have persistence rather than repetition of move- 
ment. 

It might be argued that such repetition in 

, reading, and writing could be due 
purely to motor repetition, i.e., to mindless 
repetition of a piece of behaviour. There is 
certainly no definite evidence that it is the 
idea behind the movements that persists. Be 
that as it may, there is not a shadow of doubt 
that in the post-convulsive state ideas as well 
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as movements do persist. This can sometimes 
be shown by giving the patient some simple 
task to pérform, e.g., threading a needle. After 
its successful performance, the urge to perform 
it may persist, and in his efforts in this direction 
the patient may employ movements different 
from those he used in the first instance. Under 
such circumstances it is clearly the idea and not 
the movements that persists. Nevertheless, 
any form of repetitive behaviour set in motion 
after a therapeutic fit may start off clearly 
harnessed to an idea and then degenerate into 
mindless repetition of a movement. This is 
probably due to fatigue giving rise to a further 
difficulty of adjustment, the result being that 
the character of the behaviour sinks to a still 
lower level. As already stated, repeated ques- 
tioning and stimulation are necessary to main- 
tain rapport with a patient in the post-con- 
vulsive state, and there is an ever present 
tendency for him to sink back into unconscious- 
ness. A task begun well, therefore, may degen- 
erate in quality as time goes on. 

The following is a good example of the blind 
persistence of an idea (that of writing) after a 

therapeutic fit: 


Case 1: About twenty minutes after a therapeutic fit 

a patient was asked to write his name and address on a 

piece of paper. He at once scribbled some nonsense on 

the upper part of the sheet. The position of the sheet 

was then altered so that the scribbling was at the bottom 

of the page, and the patient was invited to write his 


Another interesting example of ideational 
perseveration after a convulsion is furnished 
by the following case: 


Case 2: A man after a therapeutic fit was asked to 
copy some printed matter into a notebook. He did so, 
but with much repetition. The notebook was then 
taken away from him and placed on a table by his bed. 
The patient was now given a sheet of paper and asked 
to write on it his name and address. However, every 
time he started to do this his eyes were drawn, as if by a 
magnet, towards the table on which the previously 
handled notebook was lying; indeed, he made several 
attempts to get hold of the notebook, but was pre- 
vented from doing so. He was next asked to give his 
name verbally, which he did correctly. Now, he was 
again asked to write down his name and address on the 
paper, but his eyes went back to the notebook on the 
table, and once more he tried to get hold of it. Although 
he was able to give his name verbally, whenever he was 
invited to write it on the piece of paper his mind was 
drawn to the notebook in which he had written in the 
first instance. It will be noted that he had never written 
his name in the notebook; he had merely done some 
copying in it. It was apparently the idea of “writing in 
the notebook” that persisted. 

Finally, the patient was shown a clock and asked to 
tell the time, which he did correctly. After this he was 
again asked to write his name on the sheet of paper, but 
instead of doing so he drew a clock-face. He now could 
not get rid of the idea of the clock. 


The tendency of ideas to persist or recur 
after a therapeutic fit sometimes leads to the 
superimposition of an idea upon its successor. 
This will be referred to again when we come to 
the topic of fusion, but two illustrations may be 
given here: 


Case 3: A patient in the post-convulsive state who 
had read the time on a watch correctly was next shown 
a coin (a halfcrown) bearing the date 1920 and asked 
what it was. He said it was “twenty past’’. The idea of 
the watch persisted and was transferred to the coin, the 
the circular shape of the latter no doubt contributing 
towards this. The position of the figure 20 in the lower 
right quadrant of the coin provided the further stimulus 
for the answer “twenty past’’. 


Case 4: Another patient after a convulsion was asked 


to do a sum in simple addition submitted to him on 


_ paper. He did the sum correctly. He was then asked to 


write down his name, whereupon he wrote the letters 
of his name one under another in the style of a sum in 
addition, drew a line underneath, and put down the 
answer to the original sum. The idea of the sum per- 
sisted and intruded upon the idea of writing his name. 


Further examples of perseveration after 
therapeutic convulsions will be found elsewhere 


| 

| 

| could not be diverted from the lower half of the sheet 

| on which he had already scribbled, and he superimposed 

more scribbling on the nonsense he had already written 

there. It was as though his attention was anchored to 

| that part of the sheet of paper. The doctor then covered 

the scribbling with his (the doctor’s) hand, so as to force 

| the patient to write on the clean part of the sheet. 

) However, he continued to scribble on the doctor’s 
fingers, that is to say, in the same locality as he had 
scribbled before. The paper was then removed alto- 
gether, but the patient continued to scribble on the 
ments of writing with his right index finger, using it as 
if i: were a pencil. When the doctor held this finger, the 
patient switched to the left index finger and made the 

| movements of writing with it. Finally, the doctor held 

both index fingers, but, not to be defeated, the patient 
tried to write with his right thumb. Thus, the idea of 
writing persisted in spite of every obstacle, and there 
place. 


a. 


sly 
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(23, 24). Those mentioned here will suffice to 
show that the repetition of movement, which 
isso conspicuous during the clonic spasms of a 
convulsion, continues to manifest itself in 
coordinated form after the termination of the 
fit, 2nd that there is a parallel tendency to- 
wards repetition or persistence of ideas. 


III. Fusion 


Hughlings Jackson (17) held that an 
epileptic fit was nothing else than a sudden, 
excessive and rapid development of the 
patient’s normal movements, which by oper- 
ating contemporaneously lost their individ- 
uality. He pointed out that the fit may 
involve in this way any of the patient’s com- 
monplace daily movements, e.g., movements 
of the eyes in looking; of the face in its vari- 
ous expressions; articulatory movements. He 
goes on to say: “But from such developments 
(in the fit) there is no looking, smiling, talking, 
etc., because all the movements which are 
developed, being nearly contemporaneously 
developed, are ‘run up’ into a muscular fight.” 
Put briefly, Jackson regarded an epileptic fit as 
a “clotted mass of movement”. Viewed from 
the standpoint of Coghill’s theory of develop- 
ment this fusion of movement during a fit 
would correspond to a de-differentiation of 
behaviour, or a return to the mass movement 
out of which localized movements. have 
evolved. However, even those who cannot 
accept this idea of ontogenetic reversion 
during a fit will admit the fact of fusion of 
movement in Hughlings Jackson’s sense. Now 
the interesting thing is that in the post-con- 
vulsive confusional state there is a parallel 
fusing of ideas as, indeed, the very word “‘con- 
fusion” implies. In this state the patient tends 
to fuse together orientations, identities and 
experiences with the greatest freedom. In an 
earlier section when discussing the partial 
regression which follows fits, it was stressed 
that, although the patient was in certain 
respects living in the past, he was also par- 
tially in touch with the present, and that 
there was in fact a ‘elescoping of experience. 
There was, therefore, not only a recapitula- 
tion of the past, but also a fusing of events 
belonging to different chronological levels. 


Here are a few illustrations taken from the 
source already quoted (24): 


Case 5: A patient after a therapeutic fit (given during 
the 1939-45 war) knew that Churchill was Prime Min- 
ister of England and Roosevelt President of the United 
States, but at the same time thought that General 
Pershing commanded the United States troops. He was 
in fact telescoping the events of the 1914-18 war into 
those of the Second World War. 


Case 6: Another patient after a fit was quite clear 
about the belligerants in the Second World War, but 
thought that Admiral Beatty commanded the British 
fleet, which he did in the 1914-18 war. 


Case 7: A third patient, also being treated during 
the 1939-45 war, after a fit knew all about the respec- 
tive roles.of Churchill, Roosevelt and Mussolini, but 
insisted that the Kaiser was still head of Germany, and 
that the Czar still ruled Russia. 


Case 8: A patient who was a great football enthusiast 
was asked after a therapeutic fit to give the names of 
the players of a well-known team. He proceeded to do 
so, but included the names of some who had played for 
the team about fifteen years previously, i.e., he gave a 
team composed of past and present players. 


These four patients were well aware of the 
true facts in their normal waking state, but 
in the confusion following a fit there was a 
merging of past and present experience. 

Another aspect of this fusing of psycho- 
logical material after a fit is afforded by a 
tendency on the part of the patient to identify 
the doctor with other people whom he has 
known in the past. A man who is recovering 
from a therapeutic fit may mistake the doctor 
for one of his parents, his old schoolmaster, a 
former medical attendant, a foreman, an 
officer or his employer; in fact, with anyone 
who has been in a position of authority over 
him. But although the doctor is called by the 
names of these people, he is also recognized as 
the person he really is, so that to the patient he 
represents two or more people fused into one. 

So far we have dealt with the fusion of 
experiences widely separated in time. How- 
ever, there is after a fit an additional tendency 
to fuse together recently activated psycho- 
logical material. This may be shown in the 
writing of an address, where one word may be 
combined with another to form a composite 
word. For instance, an address such as “‘Marl- 
borough Road, Romford” may be fused into 
“Marlford Road’, the word “Marlford” con- 
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elements of both “Marlborough” and 


“Romford”. Such manifestations of fusion are 
very common. 

Again, in the post-convulsive confusional 
state two distinct trains of thought may be 
combined to produce the most grotesque 
results. Two illustrations have already been 
given in the section dealing with “Repetition”. 
Here are two more: 


Case 9: A man whom we shall call James Brown, 
when recovering from a fit, was asked to write his name 
and address. He interpreted the request literally and 
wrote the words “name and address”. Pressed further, 
he wrote James Brown, and under it the figure “57”, 
which was the correct number of his house in the road 
in which he lived. He, thus, started off to write his 
name and address correctly. At this stage, however, the 
figure “57” underneath his name evidently reminded 
him of a sum in multiplication, for he drew a line under 
the “57”, so that what he had written now became 

James Brown 
57 


and proceeded to try to multiply his name by 57. After 
repeating over and over again “seven times Brown”, he 
finally said “I cant do it”, and gave up the attempt. 


Case 10: A man who was recovering from a thera- 
peutic fit was asked to draw a man. He did so in crude 
fashion. He was then asked to write his name, but in- 
stead of doing so he drew another man, spelling out his 
name as he drew the figure. Here, as in the last case, two 
trains of thought were combined. 


Reference has already been made to the 
fact that patients in a state of post-epileptic 
confusion sometimes identify the doctor with 
people whom they have known in the past. 
But the process goes further than this, for the 
identities of individuals simultaneously 
present, or even visualized, may be fused, as 
is shown in the following case: . . . . 


Case 11: One of the few patients undergoing convul- 
sion therapy to remember his experience on fully re- 
covering consciousness said: “Your ideas get mixed. 
the ECT) Mr B (another assistant) comes into my 
head, and when I think of Mr B you (the doctor) come 
into my head.” He then made the following diagram to 
illustrate the effect of a convulsion on his mind: 


me my wife my daughter 


my daughter’s fiancé 
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Referring to this diagram, he said: “ordinarily these 
(himself, his wife, his daughter and his daughter’s 


fiancé) are all separate in my mind, but after treatment 
they cease to be distinct and I cannot differentiate 
between them.” 


The reader is referred elsewhere (24) for 
further examples of psychological fusion fol- 
lowing fits. Enough has been said to show that 
an epileptic fit, which Hughlings Jackson 
regarded as consisting of many normal! move- 
ments fused together, is followed by a mental 
state in which there isa parallel fusing of ideas, 
After a fit ideas suffer the same fate that move- 
ments suffered during it: they lose their indi- 
viduality by operating “contemporaneously”’. 
But the reader may be saying to himself, ‘‘All 
confusional states are characterized by the 
mixing up of ideas; the process is not specific 
for post-convulsive confusion.”’ And so let us 
proceed to our discussion. 


DISCUSSION 


In the foregoing pages we have considered a 
general convulsion from three aspects: dis- 
solution or evolutionary reversal, repetition 
and fusion. It will be evident, however, that 
the distinction between them is somewhat 
artificial, since one may contribute towards 
another. For instance, a movement which is 
repeated sufficiently rapidly will lead to fusion, 
and an idea that persists may fuse with a suc- 
ceeding idea. Again, evolutionary reversal in the 
Coghillian sense implies not only repetition of 
a former pattern of behaviour, but the fusing 
of many independent movements into a mass 
movement. If we try to consider one of these 
principles by itself, before long we are involved 
in another. It would appear that what we are 
really witnessing during a convulsion is an 
attempt on the part of the nervous system to 
achieve functional uniformity or increased 
homogeneity, and that the three principles in 
question represent different aspects of this 
process. 

During @ convulsion the greater part of the 
skeletal musculature is contracting simul- 
taneously, and all in the same way, i.e., by 
spasm, and in a rhythmic or a sustained man- 
ner. It is suggested that this represents a de- 
differentiation of movement in the reverse 
order to that of evolution, variety of move- 
ment giving place to stereotopy, and localized 


movements becoming merged into the mass 


| 

| 
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movement from which, according to the Cog- 
hill school, they were evolved. All this tends 
towards homogeneity. 

- Corresponding to these events in the sphere 
of movement during a fit, we assume a similar 
de-differentiation to be taking place in the 
sphere of nervous functioning. Thus, we can 
picture a widespread involvement of the brain 
in a foetal pattern of activity. More neural 
dispositions would be discharging in the same 
way at the same time than is normally the 
case. Here again, there would be greater homo- 
geneity. 

Turning to the post-convulsive state we 
continue to find this over-all trend towards 
homogeneity, which can be viewed from any 
of the three standpoints of evolutionary rever- 
sal, repetition or fusion. Repetition is mani- 
fested in both psychic and somatic spheres, 
while all three principles operate in the realm 
of thought. Of course, the movements which 
are repeated in the post-convulsive state are 
coordinated and, therefore, of a totally dif- 
ferent character from the clonic spasms of the 
preceding convulsion. Nevertheless, they are 
subject to the same governing principle, viz., 
repetition, and in this respect they are com- 
parable. It is also true that an event in the 
psychic sphere is something quite different 
from a physical event; ideas and movements 
are incomparable. Here again, however, it is 
the governing principles we are comparing, not 
the events themselves, and it is a matter of 
considerable interest that the same principles 
which regulate behaviour during a convulsion 
continue to regulate mental functioning in 
the post-convulsive state. 

The next question that arises is: “Are these 
mechanisms peculiar to the convulsive process, 
or are they to be found in other nervous dis- 
eases, and, perhaps, in normal nervous and 
mental functioning? If, as has been suggested, 
a convulsion represents a neurological stress 
reaction, we should expect to find similar 
principles at work, albeit in more refined form, 
whenever adaptation becomes difficult from 
either internal or external causes. We have 
already seen that the three principles, as mani- 
fested in the post-convulsive state, are capable 
of operating in a more highly evolved form 
than that exhibited during a convulsion, and, 
furthermore, that they can influence mental as 


well as motor functioning. Bearing in mind, 


then, their capacity for expression at higher 
integrative levels, as well ag the apparent 
parallelism between their psychic and somatic 
manifestations, let us refer to some other con- 
ditions in which one or other of these mecha- 
nisms plays a part. As already stated, the ulti- 
mate goal of the three mechanisms is appar- 
ently the achievement of homogeneity, but it is 
simpler to consider them apart from this. It 
will, of course, be appreciated that owing to 
limitation of space only the briefest reference 
can be made to these wider fields of operation. 
All that is intended is to draw the reader’s 
attention to them. 


Regression 


Let us take evolutionary reversal or regres- 
sion first. This takes place in all those nervous 
diseases to which Hughlings Jackson applied 
his theory of Dissolution. There is in these 
conditions a reactivation of the evolutionary 
past in the sense that there is a reduction from 
the voluntary to the automatic, from the com- 
plex to the simple, and from the least organ- 
ized to the most organized. Freeman (9), how- 
ever, goes further than this and interprets a 
number of clinical manifestations resulting 
from organic brain disease on the basis of 
ontogenetic reversion. Among these are: abnor- 
mal postural reactions, extensor plantar 
response, automatic associated movements, 
involuntary movements in a hemiplegic limb, 
reflex grasping and groping, and pathological 
laughing and crying. He regards these as 
exemplifying a return to forms of behaviour 
characteristic of the normal infant or young 
child. Freeman accepts Coghill’s theory of 
development, and sums up with this state- 
ment: “The effect then of focal destruction of 
some part of the cerebral hemispheres is to 
cause a regression, a de-differentiation of 
function to a lower order, but a function for 
which a counterpart may be observed in the 
individual whose nervous system is as yet 
immaturely developed.” 

Head (14) observed a similar tendency to 
revert to childish modes of expression in cases 
of aphasia. But he issues the following warn- 
ing, which is relevant to the view of regression 
adopted here. He says: “But the mechanism 
underlying symbolic formulation and expres- 
sion is not a palimpsest from which, when the 
more recent writing is removed, an earlier 
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text is revealed in primitive form. The aphasic 
may return te the less exacting methods of 
solving a problem which resemble those adop- 
ted in childhood; but his mind differs funda- 
mentally from that of a child.” Thus, in 
aphasia, as in the post-convulsive state, there 
is a telescoping of childish and adult character- 
istics. 

Again, regression may occur after a head 
injury. Russell (27) in a study of retrograde 
amnesia following head injuries mentions the 
fact that during the confusional state following 
such an injury the patient may give the date as 
several years previously, with a corresponding 
reduction in his age. Russell also states that 
for a limited time after the injury the patient 
may re-live his childhood. 

Turning to the field of psychiatry, the 
phenomenon of regression is so widespread and 
well recognized that there is hardly need to 
mention it. It occurs not only in organic brain 
disease such as senile dementia, a condition in 
which the patient partially re-lives his past, 
but also in the psychoneuroses and psychoses. 
Freud invokes this principle freely in respect to 
the behaviour of the sexual instinct in the face 
_ of difficulties of adjustment. He maintains 

that in neurotic illness the libido retraces the 
pathway of its development and once again 
operates as in childhood. However, in Freud’s 
view regression can occur apart from mental 
illness, for he demonstrated it to be an invari- 
able accompaniment of dream formation (11). 

_It will be appropriate here to emphasize 
again that regression is hardly ever uniform or 
complete; there is usually a mixing of past and 
present or, put in another way, an intrusion 
of the past upon the present. This holds good 
for dreams, psychoneuroses, psychoses and 
organic brain disease. Incidentally, the fact 
that an individual may revert in some respects 
to childhood, while still retaining most of his 
adult characteristics, renders it very easy for 
the phenomenon of regression to be overlooked. 


Before leaving the subject of regression, 


mention must be made of a closely allied, but 
not identical, feature of normal mental func- 
tioning: that of memory. When we recall the 
past, we do not re-live it, but the very fact of 
recall indicates a reference backwards. And 
who will deny the enormous part played by 
memory in the service of adaptation? In 


discussing the subject of “imagery” which 
plays an important role in “remembering” 
Bartlett (4) says: “By the aid of the imace, 
and particularly of the visual image—for ‘is, 
like the visual sense, is the best of al! our 
distance receptors of its own type—a man can 
take out of its setting something that / ip- 
pened a year ago, re-instate it with much i’ not 
all of its individuality unimpaired, com: ine 
it with something that happened yester. ay, 
and use them both to solve a problem ith 
which he is confronted today.” The reader vill 
note that in this example given by Bar ett 
there is not only a revival of the past, b.t a 
combining (fusing) of past and present ex; =ri- 
ence in an effort to achieve adjustment. ‘he 
suggestion that memory and regression are 
related is not really so far-fetched as migh. at 
first appear, for when a patient has ha: a 
number of therapeutic convulsions, he will 
often spontaneously remark in the intervals 
between his fits, that events which he has not 
thought of for years keep coming back to his 
mind. He does not now re-live these events, as 
he tends to do in the post-convulsive state; 
they are merely involuntarily recalled as 
memories. 


Repetiti 

And now we take the second principle 
operating during and after a convulsion: repe- 
tition. Whether this involves repetition of a 
movement, as in the clonic phase of the fit, or 
a sustained posture, as in the tonic phase, we 
must postulate the persistent passage of nerv- 
ous impulses along a particular pathway. The 
difference between repeated and fixed behav- 
iour of the same type is only one of degree. A 
similar imprisonment of nervous impulse may 
be presumed to parallel the persistent and 
recurring ideas observed in the post-convulsive 
state. Turning to the general field of neurology 
and psychiatry, we find a variety of physical 
and mental symptoms which present this 
fundamental characteristic of repetitiveness, 
€.g., perseveration, stereotypy, catatonia, 
verbigeration, recurrent utterances and obses- 
sions. Brickner (5) and others, in a study of 
the neurophysiological events underlying ob- 
sessive and compulsive behaviour, have drawn 
attention to this diversity in the form of 
expression of repetitive neural action. Among 
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their case material they refer to patients suf- 
fering from oculogyric crises who experienced 
fixity of mental processes in association with 
ocular fixation. They conclude that “in study- 
ing the various and widespread reflections of 
repetitive neural action a natural order is 
found, starting with the simplest motor 
phenomena having no obvious connection with 
obsessive and compulsive states, but leading 
by evidently inseparable stages to manifes- 
tations which, by appearance, are indistinguish- 
able from obsessive and compulsive acts.” 
These authors also point to instances of repe- 
tition and fixation of movement in the normal 
behaviour of man and animals, e.g., states of 
maintained muscular tone, the tail-waving of 
resting fish, respiration, heart beat, laughing, 
sobbing and the orgasm. 

Reference above to the simultaneous occur- 
rence of fixation of thought and ocular fixation 
in cases of oculogyric crisis brings to the mind 
of the present writer two post-encephalitic 
patients who presented similar features: . 


Case 12: The patient, a post-encephalitic, during 
each oculogyric crisis hallucinated his dead father 
hanging from a rope. The father had actually com- 
mitted suicide in this way, and the patient had been the 
first to find him. The hallucination persisted throughout 
each attack of ocular fixation. 


Case 13: This patient, also a post-encephalitic, did 
not have oculogyric crises but, instead, bouts of im- 
mobility during which his mind became anchored to 
whatever thought or action had immediately preceded 
the attack. For instance, he would be found in a fixed 
attitude in the lavatory looking down into the lavatory 
pan, which he had just used. On being asked what he 
was doing, he would describe how he was trying in 
imagination to re-unite the torn pieces of toilet paper 
lying in the pan, i.e., to reconstruct (or repeat) an 
immediately preceding situation. The same patient 
after signing his name on a document would feel com- 
pelled to do it all over again and, before proceeding to 
do so, would insist on putting the paper and pencil in 

Another writer, Levin (21), calls attention 
to this tendency of perseveration to manifest 
itself at different levels of functional com- 
plexity. He gives illustrations of its occurrence 
(a) in relation to the simple motor functions 
of grasp and posture, (b) in relation to the 
more complex functions of speech, and (c) in 
relation to the still more complex functions of 
mentation. Levin concludes that the appear- 
ance of perseveration at different functional 
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levels is “in keeping with the principle that all 
levels of the nervous system, however they 
may differ in complexity, are fundamentally 
of the same constitution.” 

In the field of psychoanalysis we again find 
much emphasis laid on what is called the com- 
pulsion to repeat. Freud (10) refers to the ten- 
dency of children in their play to repeat even 
unpleasant experiences, and to their insistence 
on being told the same story over and over 
again. He further maintains that in the trau- 
matic neuroses the patient’s dream life con- 
tinually takes him back to the situation of his 
disaster. Freud considers that the compulsion 
to repeat the past is a characteristic of primi- 
tive instinct, and reflects a tendency innate in 
living organic matter impelling it towards the 
re-establishment of an earlier condition, which 
it had to abandon under the influence of exter- 
nal disturbing forces. As illustrations he men- 
tions the arduous journeys undertaken by 
certain fish at spawning time in order to deposit 
their sperm in waters believed to be the earlier 
homes of their kind, and to the migratory 
flights of birds of passage. 

That the tendency towards repetition is, as 
alleged by Freud, deep-seated and primitive 
may have something to do with the undoubted 
success of rhythmic stimuli in inducing the 
hypnotic state or, to take a simpler example, 
in promoting sleep in a child. However, we 
have only to ponder on the part played by 
rhyme, rhythm and symmetry in the realm 
of art to realize the importance of repetition 
in normal mental life. Repetition is evident, 
not only in the crude dance rhythms and 
chantings of primitive peoples, but also in 
the recurrent motifs of the ballet and classical 
music, becoming ever more sophisticated with 
the advance of culture. The fact that participa- 
tion in such activities gives pleasure, and affords 
relief from the stress of everyday life, would 
seem to suggest a function of adjustment. 


Fusion 

_ Finally, we come to the third process oper- 
ating during a convulsion: fusion. We recall 
that Hughlings Jackson regarded a convulsion 
as a sudden, excessive and rapid development 
of the patient’s normal movements, which by 
operating contemporaneously lost their indi- 
viduality; in other words, a merging of many 
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movements into one. This corresponds to the 
merging of partial paterns of behaviour into a 
mass reaction, i.e., a reversal of Coghillian 
evolution. We also recall that this tendency 
towards fusion was evident in the psychic 
sphere in the post-convulsive state, ideas 
tending to persist and to intrude upon suc- 
ceeding ideas, or events widely separated in time 
becoming telescoped together, or the identities 
of two or more people becoming merged into a 
composite figure. 

- It is in the psychic rather than in the somatic 
sphere that the principle of fusion is most 
clearly demonstrable in conditions apart from 
a convulsion. In the psychiatric field it mani- 
fests itself in crude and exaggerated form in 
all confusional states. This is shown in the 
following ways: 1) By doctors and nurses 
being addressed by names other than their 
own, while at the same time being accepted for 
what they really are. 2) By the mixing of 
orientations in time and in space. 3) By the 
frequent intrusion of one train of thought upon 
another, so that none is sustained for long. Of 
course, in these confusional states fusion fulfills 
no useful purpose, but nonetheless it can be 
_ interpreted as an exaggerated and futile 
attempt at adaptation. 

Again, fusion can be observed in dream 
formation, where it is known as “‘condensa- 
tion”. According to Freud, the manifest con- 
tent of a dream, that is, the dream as we 
remember it, arises from a compression of a 
multitude of references into a single presen- 
tation. This compression is achieved in several 
ways, but, interestingly enough, one of them 
is by blending into a composite figure people 
who possess a common characteristic, just as 
we saw occurred in the post-convulsive state. 
Referring to this feature of the dream, Freud 
(12) says: “Such a composite figure resembles 
A in appearance, but is dressed like B, pursues 
some occupation which recalls C, and yet all 
the time you know that it is really D.” 

Psychoanalysts, however, consider that the 
process of fusion operates much more widely 
than in dreams. Jones (20) says: “The tendency 
of the primitive mind—as observed in chil- 
dren, in savages, in wit, in dreams, insanity, and 
other products of unconscious functioning—to 
identify different objects and to fuse together 
different ideas, to note the resemblances and 


not the differences, is a universal and most 
characteristic feature, though only those 
familiar with the material in question will 
appreciate the colossal scale on which it is 
manifested. It impresses one as being one of 
the most fundamental and primordial attri- 
butes of the mind.” Jones thinks that the 
process of fusion aids adjustment to reality. 
He says: “Appreciation of resemblances facil- 
itates the assimilation of new experiences. If we 
can relate the new experience in some way to 
what is already familiar, then we can ‘place it’ 
and understand it; it becomes intelligible. The 
whole meaning of comprehension and explana- 
tion is the referring of the unknown to the 
known. In this way the process of fusion or 
identification aids our grasp of reality and 
makes it possible to deal with it more ade- 
quately.” 

There is, thus, some evidence that the prin- 
ciple of fusion, like that of regression and of 
repetition, is not confined to the convulsive 
process. 


CONCLUSION 


In our discussion we have wandered a long 
way from epilepsy, and the time has come to 
crystallize our ideas and ask ourselves what 
conclusions we have reached. We have singled 
out for examination three features of neuro- 
muscular functioning exhibited during a gen- 
eral convulsion: dissolution or evolutionary 
reversal, repetition and fusion. Two of these, 
repetition and fusion of movement, are fairly 
obvious, but the third, recapitulation of a 
foetal pattern of behaviour, will only appeal 
to those who subscribe to Coghill’s theory of 
development. It is, of course, not a new idea to 
suggest that an epileptic fit represents a return 
to the foetal level of evolution, for this was 
maintained by Pearce Clarke in the United 
States as far back as thirty years ago. 

It is possible to demonstrate in the con- 
fusional state which follows a therapeutic fit 
the continued operation of the three mecha- 
nisms in question. One of these, repetition, 
manifests itself in both psychic and somatic 
spheres, while all three appear to dominate 
post-convulsive thinking. Only a few illus 
trations have been mentioned, partly because 
the subject has been dealt with elsewhere 
(23, 24), and partly because convulsion therapy 
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is so widely employed that it is a relatively 
simple matter to confirm or refute the exist- 
ence of the mechanisms in question. The 
writer has, however, investigated the post- 
convulsive state on 430 occasions in 110 
patients undergoing convulsion therapy. 
further, we found evidence of 
evolutionary reversal, repetition and fusion 
over a wide and diversified field of nervous and 
mental activity, normal and abnormal. These 
mechanisms, therefore, are not peculiar to 
the convulsive process, but present themselves 
under other conditions of nervous functioning. 
They appear in many guises and at different 
levels of integration. 
The suggestion is advanced that a convulsion 
represents a neurological stress reaction; a re- 


«version to a foetal level of nervous functioning 


in the face of a difficult internal (and sometimes 
external) environment. It is interesting to 
note, therefore, that similar mechanisms are 
brought into play under conditions of well- 
defined nervous disability, or where a strain is 
put on psychic adaptation. The argument is 
that these mechanisms, as manifested in the 
convulsive process, represent primitive pro- 
totypes of regulatory principles which par- 
ticipate in normal nervous and mental function- 


Evolutionary reversal, repetition and fusion 
contribute towards functional homogeneity in 
both somatic and psychic spheres. This appears 
to be the overriding. principle which governs 
the nervous and mental reactions of the organ- 
ism in its struggle to maintain adaptation. In 
a general convulsion, where so much of the 
musculature is behaving in the same way at 
the same time, the reduction from heterogene- 
ity to homogeneity is particularly obvious, but 
the same tendency is apparent at higher inte- 
grative levels. The movement towards homo- 
geneity in the service of adaptation can be 
traced in two dimensions: those of Time and 
Space. When past patterns of behaviour and 
thought are reactivated, as it is claimed occurs 
during a convulsion, they intrude upon, com- 
bine with, or replace those of later origin. 
Thus, separation in Time ceases to exist. It is 
the same in the dimension of Space, for in a 
convulsion there is a unification of movement 
with a temporary abolition of limb segmen- 
tation (and, therefore, of limb-joint move- 


ment), while in the post-convulsive state the 
individual fails to distinguish clearly between 
himself and his surroundings, or between indi- 
viduals and objects in his surroundings. This 
unification in Space, as in the case of Time, 
applies to both the objective features of the 
convulsion and the subjective experiences of the 
patient after it. However, fascinating though 
the subject is, consideration of spatial de- 
differentiation has had to be omitted from the 
present paper. 

The reduction from heterogeneity. towards 
homogeneity in the course of nervous and 
mental illness should not be regarded as a 
passive process, a mere release of lower func- 
tions from previous control by higher ones, 
but an active response of the living organism, 
or what is left of it by disease or injury, to 
pressure from the environment. a 

The writer would like to think that some of 
the views expressed here harmonize with those 
long held by the distinguished neurologist 
Goldstein (13), but he has hesitated to refer to 
the latter’s writings through fear of unwit- 


tingly distorting their meaning. 
| SUMMARY 


1) A general convulsion has been considered 
from three clinical aspects: dissolution or 
evolutionary reversal, repetition of movement, 
and fusion of movement. These are interpre- 
ted as reactions to neurological stress. 

2) In the confusional state which follows 
therapeutic convulsions the continued opera- 
tion of these three mechanisms has been noted: 
repetition in the field of behaviour, and evo- 
lutionary reversal, repetition and fusion in the 
psychic sphere. 

3) Attention has been called to a n r of. 
nervous and mental conditions, nérmal a 
abnormal, in which one or other of the three 
mechanisms plays a part. 

4) The three mechanisms contribute to- 
wards the achievement of functional unifica- 
tion or increased homogeneity. 
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_ COMMITMENT OF THE MENTALLY ILL: “TREATMENT” OR 
SOCIAL RESTRAINT? 


THOMAS S. SZASZ, M.D.! 


“The ideal State is that in which an injury done to 
the least of its citizens is an injury done to all.” 
SOLON 


INTRODUCTION 


There are numerous facets of contemporary 
American life upon which psychiatry and law 
simu!taneously impinge. First thoughts in this 
connection usually turn to criminology, delin- 
quency and the problem of so-called sexual 
deviations. Indeed, the issue of “criminal 
responsibility” and other related notions which 
pertain to serious anti-social acts have aroused 
so much interest—probably by virtue of the 
sensational cases in the daily press—that the 
attention of psychiatrists and of others seems 
to have been distracted from other areas where 
psychiatry and jurisprudence meet. While 
these other meeting-grounds of the two disci- 
plines involve situations which may be 
considerably less sensational than the head- 
lined stories of crime and violence, they may 
provide us with valuable insights into the role 
and function of psychiatric concepts as they 
are applied in certain legal situations. Inquiry 
along these lines may also lead, in a roundabout 
manner, to a clarification of some of our ideas 
about mental health and disease. 

In this essay I propose to consider the 
commitment of patients to mental institutions. 
The social significance of commitment proce- 
dures is clearly considerable. This is so partly 
because of the frequency of the phenomenon 
and partly because of the serious loss of civil 
rights which the procedure entails.? Moreover, 
socio-psychiatric studies of the very operations 
of psychiatrists in legal situations appear to be 
necessary, at present, not only from a point 
of view of scientific interest but also as a safe- 


guard against confusing those aspects of 
psychiatry that aim at scientific knowledge 


, State Uni- 
ork, Center, Syra- 

York. 
* According to Davidson over 200,000 patients are 
committed annually in the United States 7, p. 184). 


with those that aim at social control.* These 
two activities, as I have emphasized elsewhere 
(27, 28), constitute two distinct areas of 
thought and action. In this respect, psychiatry 
is no different from other sciences and their 
social representations (e.g., physics and the 
American Physical Society as a group organ- 
ized for certain social actions). — 

It is my belief that both scientific and moral 
progress depend upon a careful separation of 
social situations based on science and oriented 
toward scientific aims, from others based on, 
and oriented toward, ethics. Only in this way 
does science become free of the prejudice of 
moral judgments, a condition that has been 
hailed by all modern thinkers as a sine qua 
non of scientific progress. Similarly, I believe 
it would be desirable for the progress of 
humane ethics to have the legal rules of 
conduct—which in a secular society embody 
the prevailing moral precepts—freed of the 
jargon of pseudo-science. The law woul 
be exposed in a more naked form for what it 
is—or, perhaps better, for what appears to be 
a useful way of viewing it—namely, the rules 
by which the social “game of living” is con- 
ducted (26). Legal rules so expurgated of senti- 
mental morality, it may be added, do not 
necessarily lose their social effectiveness. = 


COMMITMENT: THE SOCIALLY SANCTIONED 
AND ENFORCED HOSPITALIZATION OF 
THE “MENTALLY ILL” 


Commitment may be defined as the invol- 
untary but socially sanctioned and enforced 
hospitalization of the “mentally ill’. While 
the fact that such confinement takes place 
against the patient’s wishes is evident, it is 


* For a provocative — of psychiatry as a form 

of social control, see two of Bertrand Russell’s recent 

seen (22, 23). The British novelist Nigel Dennis 

recently published a brilliant satire of modern psycho- 

y (9). Their criticism and warning stand in 

t contrast to the warm reception that was 

accorded to Freud’s Magee d work by many of the foremost 
literary figures of his time. 
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usually ignored or minimized in discussing tion of the patient—as a scientific abstrac- 
the subject. Instead, the assertion that the tion—is not the most relevant factor in deter- 
hospitalization is for the patient’s ultimate mining whether or not he might be a candidate 
benefit is usually emphasized. Examination of for commitment. Indeed, Henderson and 
writings on this subject shows that it is difficult Gillespie state this directly: 
to disentangle emotional biases and declara- 
tions of moralistic intentions from social and 
psychiatric facts and principles. It is important Cortifi deciding factors 
to note, in this connection, that several of the 
modern textbooks of psychiatry do not even a special nursing home is available, or where money 
mention commitment procedures, as if this _is a consideration. 
matter were completely inconsequential.  *4equate arrangements for treatment can be n 
Others discuss commitment by citing the 
voluminous details of differing legal practices - @8., director of a company, partnership, etc.” (14, 
and thus bury the whole problem of the prin- p. 684).* 
iples underlying this social phenomenon under 

Voakohe of juristic dete ph “ If the foregoing statement were taken with 

In this essay, no attempt will be made to the seriousness which it deserves, the conclu- 
‘set forth or to explain the medico-legal sion would follow that commitment is a matter 
per se which pertain to commitment pro- social and economic power (21) and has 
ceedings. Rather, an analysis of these tle to do with psychiatry as a science. That 
rules forms the subject matter of our ing ch, indeed, is largely the case I shall try to 
Accordingly, we shall focus partly on the ‘0ocument further in this essay. 
social and psychiatric facts which can be dis- | !he psychoanalytic literature has grown to 
‘cerned in the actual operation of these rules % Tespectable size during the past decades, yet 


and part! the principles which underlie the it contains no consideration of the problem of 
commitment. Committed patients are not asa 


social phenom hole. 
pero ie rule the subjects of psychoanalytic treatment 
Comments on the psychiatric proper, and this in part may account for their 
literature on commitment neglect by analysts. Many such patients, 


. however, have been approached by “‘psycho- 
Neither Noyes (18) nor Masserman (17) riche 
‘mentioned commitment in their recent text- ™#lytically oriented” therapies; still their 


‘books of psychiatry. This is particularly committed status has never been considered as 
striking since the former author has occupied * £a¢t worthy of special notice. 

‘the position of superintendent of a well-known Recently two psychoanalysts writing on 
state hospital for several decades and in this Télated subjects presented views which ae 
capacity has dealt predominantly with patients Pertinent to our topic. Linn (16) discussed 
whose hospitalization was, at least initially, V@™0US aspects of forensic psychiatry and 
forced upon them. A comparable phenomenon also some social and legal aspects of sexual 
in the framework of individual psychotherapy deviation. He noted that individuals often 


would constitute an overwhelmingly significant ‘Note the contradiction between the foregoing 
aspect of the therapeutic (an observational) tion and what Davidson said in commenting on 


situation and would not long go unnoticed. p 
The most forthright presentation of this zon roceedings should involve a maximum relianc 


subject that I was able to find was written by whether a person should be hospitalized is his “4 
Henderson and Gillespie (14) ’ They noted that rent trend of placing major emphasis in any tesiee 
it is general custom at the present time to try procedure on the conclusions of qualified physicians 


. : italiza- Who have examined the patient” (italics mine; /, Pp. 
to induce the patient to accept hospitaliza 181). The hypocrisy 0 of he later suggestion—namely, 


tion voluntarily. In such instances the issue of the importance o nally examining 

commitment does not arise. This is our first the patient O—' borne out fur lee af th 
ing abandonmen orensic paychiatris oO 

clue, and it should put us on guard that rinciple in the retroactive determination of teste 


perhaps the psychiatric (“diagnostic”) condi- mentary capacity (30). 
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lost many of their legal rights when they 
became patients in a mental hospital and then 


added: 


“These rights are taken from them in the words of 
the Iowa Supreme Court ‘to aid and assist the indi- 
yidual, to provide means whereby the state may 
protect its unfortunate citizens, to furnish hospital- 
- ization so that the insane will have an opportunity 
for rehabilitation and readjustment into usefud and 
happy citizens. It is not a criminal proceeding in any 
way. The restraint placed upon them is only until 
they have recovered so that they may again take 
their places in the communities from which they 
came. The confinement is not intended as a punish- 
ment but solely and only to provide the mentally 
sick with that environment which may possibly 
cure the disease and return them to society as useful 
citizens.’ One might wish to add that we also take 
into consideration the dangers to society which 
sometimes ensue from the actions of the mentally 
sick, although admittedly the importance of this 
factor has often been exaggerated, and it may 
certainly be given second place in our thoughts” 
(italics mine, 16, p. 420). 


Linn did not scrutinize this avowedly do- 
goodish pronouncement of the Iowa Supreme 
Court and seemed to accept it as a valid 


' statement about commitment. To me this 


position seems misleading and quite devoid 
of scientific value. Furthermore, repeated 
assertions that commitment is mot punishment 
betray the real social impact of this mode of 
handling people. What seems to be the essence, 
from a socio-psychological point of view, of 
Linn’s foregoing statement? Could it be, 
perhaps, that it is nothing more than a 
justification on society’s part (that is, on the 
part of those who hold power) for demanding 
and exacting a certain “role-behavior” from 
among those of its members who have less 
power (4)? Note the emphasis that the psy- 
chotic should be restored to usefulness and 
happiness. In former times the same goals were 
set for slaves. Even today, by substituting 
Negroes for the mentally ill and segregated 
social situations for mental hospitals, the text 
becomes indistinguishable from a southern 
white-supremacy manifesto. I shall return 
subsequently to this matter, that is, the nature, 
motives and effects of the disenfranchisement 
of people under the banner of “mental illness”’. 
For the present, I only want to call attention 
to the unfortunate fact, all too often forgotten, 
that throughout recorded history those in 


power have justified their behavior towards 
those less powerful by claiming that various 
social actions were to the latter’s benefit. This, 
for example, was the traditional attitude 
toward slaves and the conversion of the 
“heathen’’. It seems regrettable that in modern 
times psychiatry and psychiatrists may have 
adopted the same sort of attitude in their 
relationship to certain classes of human 
beings.° 
In his discussion of “mental illness and loss 
of personal liberty”, Linn stated: 
“It is perhaps ironic that commitment laws which 
were originated to prevent “railroading” function 
primarily in our day to forestall the ill-advised 
removal of patients from mental hospitals by 
disturbed relatives. In any event, what survives, or 
what should survive in these laws, is a dedication to 
the welfare of the patient” (16, p. 421). 


To my knowledge there is no evidence, and 
Linn presents none, to show that commitment 
laws were originated to prevent the illegitimate 
confinement of people in institutions under the 
guise of “‘mental illness’. The alleged dedica-- 
tion of the law to the welfare of the patient is 
precisely the sort of platitude which I men- 
tioned above and which was invoked for 
centuries—in ancient Greece, in medieval 
Europe and until recent days in some southern 
states in America—in regard to the judicial 
status of slaves. 

In general, Linn appears to be identified 
with the social aspirations of the culture in 
which he lives and sees no essential conflict 
between serving it and his patients. The fol- 
lowing passage illustrates his attempt to 
reconcile, smooth over, or deny the possibly 
conflicting needs of society and patient. 


“In general, proceedings to commit a patient are 
initiated at the request of relatives or other 


* Compare this, by way of <a with the follow- 
ing statement concerning the legal rights and obliga- 
tions of the blind as formulated by Edmond Cahn: 
“In the law’s appraisal, a blind man is not of a different 
species from one who has the sight of his eyes. A blind 
man is ly another member of the total society; 
he must take suitable and reasonable precautions for 
his and others’ safety. So must a man who is too short, 
or too heavy, or w reflexes are slowing with the 
years; so also must every one of us.—Persons who are 


afflicted and disabled must not be categorized even by 
themselves as an inferior or pitiable species. They are, 
on the contrary, men in all essentials like their 
bors—with the needs, duties, dignities, and 
potentialities of the genus” (3, pp. 220-221). 
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responsible individuals in the form of a petition. The 
patient is then examined by one or two doctors to 
in if he is a danger to himself or those about him. 
, they complete a certificate which endeavors 
to explain to a court of law why it is necessary to 
deprive the patient of his liberty. The patient is 
then brought to a court hearing at which time 
judicial approval may be given or withheld at the 
judge’s discretion. If the doctors feel that the appear- 
ance of the patient in court may be detrimental to 
his health, this appearance may be waived in many 
‘states. In fact, court approval is usually given as a 
matter of routine on the basis of the considered opinions 
of properly qualified physicians. The responsibility 
for a psychiatric patient’s treatment begins in the 
psychiatrist’s initial contact with him, even when 
this takes place during a commitment 
Any semblance of a punitive attitude should be 
avoided. The existence of quasi-criminal proceedings 
for the hospitalization of the mentally ill is a hold- 
over from the dark ages when thousands of innocent 
people were burned at the stake because of symptoms 
clearly recognizable today as manifestations of 
mental illness’’ (italics mine, 16, p. 422). 


Elsewhere, discussing sexual offenders, Linn 
wrote: 


tional trauma upon those about them. Others, at 
worst, have only a nuisance value to society. This 
' purely sociologic consideration should be the basic 
frame of reference for the psychiatrist in advising the 
court. For example, a rapist may be /ess sick than a 
peeping tom from a clinical psychiatric point of view, 
- yet sociologically the rapist is a menace and the 
peeping tom but a nuisance” (italics mine, 16, p. 
314). “The responsibility of the psychiatrist to 
educate the uninformed and to deal scientifically 
_ with public hysteria is apparent. A dispassionate 
evaluation of each case is most likely to protect the 
_ mental health of the community” (16, p. 315). 


The fact that court approval is usually 
granted routinely on the basis of medical 
testimony regarding the alleged need for 
commitment signifies that by so acting physi- 
cians fulfill a special social role, unrelated to 
their technical knowledge (27). Accordingly, 
by entering into this legal situation, the physi- 
cian (psychiatrist) acts in the role of one of 
society’s agents whose duty it is to enforce 
compliance with certain social rules. I want to 
emphasize that this may be an entirely “legiti- 
mate” and morally defensible role, similar to 
the roles, for example, of policeman and judge. 
It is, however, scientifically misleading to 
equate this role with that of an “individual 
therapist” vis-a-vis the patient. 

Linn’s explicit statement about the socio- 


logic frame of reference that should govern 
the determination of court action against the 
sexual offender is another example of the 
multiplicity of roles which he assigns to the 
psychiatrist. If court action is to be determined 
in this way, then why not conclude that the 
psychiatrist has nothing to contribute to the 
proceedings? Judge and jury are by the very 
definition of our democratic society the official 
experts in deciding which modes of behavior 
are socially unacceptable. If further “‘scienti:ic” 
embellishments are needed, why not sumnion 
a sociologist or cultural anthropologist? Surely, 
these scientists know more about social issues 
than do doctors of medicine—who need not 
even be psychiatrists—who are, however, 
legally empowered to decide about “insanity”. 
It is interesting to note, in this connection, that 
examination of older texts of psychiatry reveals 
that the procedures for commitment, as well 
as its justifications, have hardly changed at 
all during the past 60-70 years (24). The only 
change is a semantic one. “Mental illness’”’ is 
now substituted for “lunacy”. This verbal 
switch is often mistakenly regarded as a 
significant step toward a more rational 
handling of this matter.® 

As a concluding comment on Linn’s view 
on commitment, I want to list the various 
roles or social positions which he assigned to 
the psychiatrist. They are: 1) an expert diag- 
nostician who must determine whether an 
individual is a “danger to himself and others”; 
2) a qualified sociologist; 3) a representative 
of society’s best interests and a protector of 
its “mental health”; 4) an “educator of the 
uninformed’”’; 5) a “scientist”? who deals with 
“public hysteria”; and finally, 6) a personal 


of the role of this Orwellian 


report i 
the Advancement of eens 2). In this report it is 
stated: “The Committee be 

should delete the term ‘commitment’ 5, place « of which 
should be substituted the term ‘certification’; ‘insanity’ 
and ‘I ’ should be replaced by the term ‘mental 
illness’, the terms ‘feéble-minded’ or ‘weak-minded’ 
should ‘be caeinianall The Committee believes that the 
term ‘parole’ should be abandoned and in its place the 
term ‘convalescent status’ or ‘convalescent leave’ 
should be substituted” (p. 3). It is difficult to see how 
such verbal would benefit the patients. A jail 
is a “jail” even if the prisoners are well treated. It is 
easier to see e that the changes suggested would make 
the psychiatrists in pam s of hospitalized patients feel 


better by deemphasizing of over the 
patients which they exercise ( 
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therapist for the patient. Linn implied that 
there was no inherent conflict in these diverse 
roles and that it was possible for the psychia- 
trist to fulfill all of them simultaneously and 
satisfactorily. I have suggested and docu- 
mented that there is evidence to the contrary 
(26). 

Let us now turn to what Stanton and 
Schwartz said about this subject in their recent 
book (25). These authors, one a psychoanalyst 
and the other a sociologist, do not explicitly 
discuss commitment. This procedure, as a 
formal legal step, is usually avoided in the 
hospitalization of psychotic patients in psy- 
choanalytically-oriented private sanatoria. The 
same issue, however, arises in connection with 
conflicts which sometimes occur between the 
best interests of the community, on the one 
hand, and the patient, on the other. Stanton 
and Schwartz devoted a section to the “‘Protec- 
tion of the Community” and concluded their 
discussion with the following paragraph: 


“But, however much or little he knew about the 
community, the psychiatrist either submitted to being 
an agent of the community or he abandoned work with 
the really seriously ill. He had no other choice. The 
community had strong and effective techniques of 
maintaining order; it might be stupid or enlightened, 
brutal or friendly, closely integrated with the hos- 
pital or distant, and occasionally it was all of these. 
But it protected itself. The license for the hospital 
to operate was granted by the town government 
and had to be renewed each year. There was never 
any serious question about its renewal, but the 
license dramatized the fact that, regardless of the 
personal values of the psychiatrist, protection of the 
community would take priority over the therapeutic 
purpose of the hospital, if there was an obvious 
conflict between the two. The hospital had to be 
successful in this purpose, and it was” (italics mine, 
25, p. 48). 

The candor with which Stanton and 
Schwartz described this matter is characteristic 
of their whole approach to the analysis of the 
social role and function of the mental hospital 
as an “institutional participant” in psychiatric 
illness and treatment. In agreement with their 
foregoing statement, it is my thesis that in 
committing a patient to a mental hospital, 
the physician’s essential role is that of an 
“agent of the community”. This role may or 
may not conflict with his role as therapist (that 
is, an “agent of the patient”). No facile gener- 


alization about this potential conflict of 
interests is permissible. 
Commitment from the viewpoint of 
life as a game 

Before outlining briefly what appear to me 
the essential principles underlying the commit- 
ment procedure, I want to indicate the inade- 
quacy of the usual reasons which are put for- 
ward to explain and justify it. The usual 
reasons given for committing a person are 1) 
he is psychotic; 2) he is dangerous to himself; 
3) he is dangerous to others, and 4) he needs 
hospital care and “‘treatment”’ but lacks appre- 
ciation for this need. 

Each of these reasons contains a germ of 
truth, but certainly no more than that. Yet 
each factor, by itself, is patently inadequate 
as an explanation, and even all four in combina- 
tion do not relate to the essential features 
involved in this social phenomenon. First, the 
psychotic state of the individual is clearly an 
insufficient criterion since it is generally known 
and acknowledged that there are many such 
persons at liberty in society. “Psychotic” is 
used here in a scientific-diagnostic sense. To 
give this word any other meaning only com- 
pounds our difficulties. As to the question of 
the patient’s dangerousness—to himself and 
others—this is undoubtedly the most relevant 
consideration. Yet, here too, the statement in 
its customary form is logically so loose and 
all-inclusive as to be without value either as a 
definition or as a rule of conduct (regarding 
commitment). 

For instance, a so-called “model act” 
governing hospitalization of the mentally ill 
States: 


“The court may not order hospitalization unless it 
finds that the person 1) is ill and likely to injure 
himself or others if allowed to remain at liberty, or 
2) needs hospital care but lacks sufficient insight or 
capacity to make a rational decision with respect to 
hospitalization. A person who is not dangerous or 
incapable of making a rational decision for himself, 
even though he may not be wholly sane, retains the 
freedom to choose for himself whether to go to a 
hospital or not” (13, p. 311). 


The real issue is not so much whether the 
person is dangerous to himself and others, but 
rather who he is and in what way he is dangerous. 
In other words, as Balint (2) clearly pointed 


. 
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out in relation to the problem of crime, social 
rules are usually stated in a prohibitive form 
but contain implicitly permissive equivalents. 
He thus paraphrased one of the Command- 
ments as follows: 


“Certain persons must not be killed or injured. 
(Others may.)” (2, p. 254)” 


Similarly, the matter of dangerousness may 
be restated in this form: “One must not 
threaten or inflict injury upon oneself or others 
in certain (specified) ways. (Other patterns 
of injury, or threatened injury, are permissible.) 

Violation of the former rule may invoke 
social action against the violator in the form 
of commitment. The permissible forms of 
dangerousness are often rewarded (e.g., dare- 


devil circus performers, etc.). 


In addition to defining clearly the forbidden 


and permissible ways of being dangerous, it is 


also necessary to specify the social position of 
the participants. In other words, we must ask, 
“Who is dangerous to whom?” To be accurate, 


the rule must read as follows: “The safety of 
- certain persons must not be threatened. Others 


may be endangered with legal immunity.” 
Similar social relativity pertains to the 
person who constitutes the danger (5). 
The fourth and last point, which is the 
alleged need for hospital care and treatment, 
touches on considerations similar to those 


that have already been mentioned. Here it is 


necessary to specify the social position of the 
potential patient, on the one hand, and of the 
judge who determines the “need for hospital- 


ization”, on the other. Without such specifica- 


tions, the statement is nothing more than 
a deceptively reasonable-soupding platitucle 
which usually effectively disguises the very 
problem which I propose to analyze in this 
essay. 

Some aspects of the view about commitment 
which I wish to propose have already been 
touched upon in a fragmentary manner in 
connection with my comments on the literature 
and on the so-called standard explanation of 
this procedure. I shall now try to bring together 
these fragments in a brief and concise summary 
which will express my thesis of the socio- 
psychological function of commitment. 

To begin with, I propose to view commit- 
ment in a manner similar to that in which I 


have a some other judicially. 
regulated types of social behavior, that is, in 
terms of the socio-psychology of games. In 
these terms, commitment will be seen to be a 


‘form of social restraint employed against certain 


persons who violate certain rules. I shall en- 
deavor to describe accurately the social posi- 
tion of persons so restrained and the rules 
which they violated. | 

Let us focus first on the modes of behavior 
which may, under certain circumstances, 
invoke commitment. In a general way, such 
behavior must appear “abnormal” in a social 
sense. In other words, it must appear unusual 
to the majority of people or relative to the 
“average idea” prevailing in society of what 
constitutes “rational” behavior. Such behavior 
is not directly correlatable with the psychiatric 
notion of any diagnosis, although in many cases 
what is socially offensive coincides with what 
the psychiatrist calls psychotic (or schizo- 
phrenic). Yet the fact that these two 
concepts—that is, “psychosis” and “behavior 
which leads to commitment’’—overlap in an 
irregular fashion cannot be emphasized too 
strongly. Psychotic individuals are left un- 
disturbed as long as they do not annoy someone 
(of some importance) to a sufficient extent to 
mobilize action against them. The crucial 
factor in this context appears to be the issue 
of creating a social disturbance. In other words, 
a person must lay claim to ideas or beliefs which 
threaten society, or must commit acts which 
violate social rules, before he becomes a candi- 
date for commitment. These considerations 
underscore the significant similarities that 
exist—from a point of view of social struc- 
ture—between the problem of “insanity” and 
“crime”. Whether punitive or therapeutic 
intentions are espoused as the motives for the 
offender’s restraint becomes irrelevant from 
the point of view proposed here. 

Some illustrations will document these asser- 
tions. Religious beliefs and scientific ideas are 
important in all cultures and play a similarly 
significant part in furnishing the content of 
many psychotic states. In our culture, it is 
generally accepted that “God exists”. Those 
who pray to him are looked upon as respect- 
able, virtuous and sane. Yet, those who claim 
that a communication pattern is in operation 
in the reverse direction, namely, that God is 
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talking to them, are generally regarded as 
deluded and may be segregated from the rest 
of the population. To speak to God is all right, 
but to hear him is not. Certain exceptions 
obtain even in this case. For example, the Pope 
can claim that he receives divine messages 
without violating the social sense of what is 
normal. We shall discuss the inferences to be 
drawn from this fact later, namely, the im- 
munity of those occupying the highest posi- 
tions of power in a social structure from the 
rules (laws) which govern the (less powerful) 
majority. 

‘Stating this another way, we are simply 
asserting the commonly accepted view that no 
idea or belief is a “delusion” in a vacuum. 
The concepts of delusion and hallucination 
imply processes of validation. Unfortunately, 
social custom is often unconsciously accepted 
as the norm, as if it were an objectively given 
fact rather than merely a social convention. 

Similar considerations pertain to the valida- 
tion and judging of overt acts. In this context 
too it is a matter of social convention—and 
often a rapidly changing one at that—as to 
which modes of behavior are regarded as 
‘normal’, which as “criminal”, and which 
others as evidence of “mental illness” (28). 
Specifically, the prohibition against dangerous 
acts towards oneself or others—under penalty 
of commitment—applies only to those situa- 
tions which are considered by general opinion 
as outlawed (or peculiar, “crazy”, “sick”, 
etc). For example, one must not be dangerous 
to oneself by an overt attempt at suicide. A 
covert attempt, not so interpreted by popular 
opinion—such as, for example, exposing one- 
self to a traffic accident—is within the bounds 
of normality. Certain other modes of endan- 
gering oneself may be even admired and 
rewarded, such as being a trapeze artist or a 
test pilot. In regard to being dangerous to 
others, here again the issue is not the mere 
fact of “being dangerous”, but rather in being 
so in a manner expressly disallowed by society. 

In addition to the behavior being annoying 
in certain ways, the issue of commitment also 
depends on the social roles of the persons in- 
volved. Indeed, the essential problem can be 
formulated by asking the question, “Who 
annoys. or disturbs whom?” In answering this 
question it becomes clear that commitment is 


a social procedure which is dependent on a 
social hierarchy organized in terms of power. 
In other words, only if someone of lesser power 
annoys someone of greater power (in the 
specified ways discussed) is the issue of com- 
mitment raised. Those members of society who 
occupy the higher echelons of power are, as a 
rule, immune from this form of confinement 
and loss of civil rights. It is worthy of emphasis, 
in this connection, that psychiatry and its 
practitioners, in so far as they lend a helping 
hand to the enforcement of this procedure, 
perpetuate a system of social judgment which, 
in actual operation, is far more discriminatory 
against certain groups and classes than is the 
general machinery of law-enforcement in a 
modern democratic society.’ Thus, poor and 
rich, bank president and ditch-digger, are all 
treated (more or less) alike when they violate 
the rules (laws) which govern motor vehicle 
traffic, taxation or homicide. Not so, when 
their respective behavior violates the rules 
which lead to the notions of “insanity” or 
“mental illness”. In the military situation, for 
example, where the hierarchy of power is 
clearly defined, it is common for officers to 
send enlisted men to the hospital for “‘psychiat- 
ric observation”. This is a way of saying that, 
“This man is (probably) crazy....” The 
converse of this situation is, of course, 
ludicrous. No enlisted man can openly enter- 
tain the possibility of a psychiatric disorder in 
his superior officers. In addition to this, the 
mere existence, in official files, of a psychiatric 
diagnosis spells the end of a military career for 
an officer. To insist on the alleged similarities 
between medical and psychiatric “illness”, in 
the face of such evidence, is an exercise in a 
socially approved mode of denial. 

It may be objected that the social judgments 
currently associated with a psychiatric diag- 
nosis are not specific for them since similar 
sentiments were associated until recent times 
with the diagnosis of, for example, venereal 
disease. This objection would miss the point 

™See in this connection Kecskemeti’s im t 
examination of the nature of ethical principles and 
behavior wherein he remarked that: 

“The moment ‘principled’ behavior is taken to pe 5d 
the assumption that one group alone can do or suffer 
wrong, it ceases to be ethical S hoten and those who 


act on such maxims betray the principle of the 
society, no matter how righteous and 
themselves to be” (15, p. 312). 
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that I try to make by deflecting attention 
from our considerations to the similarities 
which do obtain between these two phenomena 
but which are confined to the social judgment 
about having such diseases (i.e., for purposes 
of specific comparison and contrast, let us say 


and are chiefly the following: 1) The criteria 
for diagnosing syphilis rest on observations of 
the body, those for schizophrenia on observa- 
tions of behavior; the former require the 
methods of physics and chemistry, the latter 
those of psychology and sociology. 2) The 
diagnosis of syphilis was established regardless 
of the social positions of physician or patient 
(assuming the technical competence of the 
physician). This statement does not hold with 


equal validity for the diagnosis of schizophre- 
nia. 3) Dermatologists, syphilologists and 
‘other physicians interested in venereal diseases 


did not make it their chief concern to enter 


‘into the social arena of value judgments and 
-did not try to mitigate the popular condemna- 
‘tion of these disorders by insisting that they 


are at bottom no different than say pneumonia. 
Instead, they concentrated on scientific work 
in this field, whether of a bacteriological or of 
a sociological nature (e.g., the influence of 
prostitution on venereal diseases). With 
changing social orientations toward sexual 


activity, together with the development of 
_ yaore effective therapeutic agents for syphilis, 


the former attitude of social condemnation 
toward this disease has changed markedly. 
This was accomplished without any semantic 
changes in the words “syphilis” or “venereal 
disease’’. Contrariwise, in the field of mental 
illness, particularly in its relation to commit- 
ment procedures, there seems to have been 
more emphasis thus far on combating popular 
opinion by switching to new words and less 
emphasis on scientific exploration of the 
problem area proper. It is my impression that 
in such situations the pursuit of scientific work 
itself is one of the most potent social forces 
that can be brought to bear on the problem and 
that it invariably leads, albeit indirectly, to 
alterations in popular opinions and prevalent 
social judgments. 

Outside of the military situation, the role of 
power-status in relation to commitment (and 


psychiatric illness) may be illustrated as fol- 
lows. In the school-situation, teachers and 
administrators may regard some students as 
constituting “psychiatric problems” and may, 
at times, recommend psychiatric treatment. 
Courts of law do likewise. In these circum- 
stances, once again, the reverse procedure is 
not allowed. Similarly, in the framework of 
the psychoanalytic training system, represe: ta- 
tives of the latter may suggest to, or may bring 
various pressures to bear on, students to 
continue, or to resume anew, their personal 
analyses. This, too, is not a reciprocal situation. 
All of these examples are intended to unders-ore 
the concomitance, from a sociologic point of vi cw, 
of “mental health” and social power. 

It is interesting to note that certain varia- 
tions or exaggerations of that pattern of belief 
or action which society officially regards as 
“good” are precisely those most feared; 
whereas those modes of behavior which are 
officially viewed as “‘bad”’ are often much more 
permissively tolerated. The former phenom- 
non is illustrated by the social status of 
religious belief; the patient with so-called 
religious delusions—for example, the belie! of 
being Jesus Christ or of hearing God’s voice—is 
usually regarded by psychiatrists as very 
dangerous. One hears this fear supported by 
the question: “(How can you be sure that God 
will not tell him to kill someone?” (We touch 
here on ‘a matter which has some important 
implications for our understanding of the nature 
of religious belief.) Conversely, the use of 
alcohol is officially condemned. Yet, the danger 
which intoxicated drivers constitute vis-a-vis 
society is accepted in a rather matter of fact 
fashion. Certainly, statistics would no doubt 
substantiate the impression that drunken 
drivers kill and injure many more people than 
do persons with paranoid delusions of a reli- 
gious coloring. All this is common knowledge, 
and perhaps it will be thought that I belabor 
this discussion with trivialities. I repeat, there- 
fore, that my reason for mentioning examples 
such as these is to document the fact that 
persons are not simply committed because they 
are “dangerous to themselves and others”’ as 
physicians daily testify. 

A final and perhaps overly crass illustration 
of this thesis is found when these concepts are 


applied to political figures. Hitler, for example, 
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was considered * ‘normal” in Germany when he 
was in power. In the United States many 
peop!e—well-known psychiatrists as well as lay 
persons—asserted that he was “paranoid” and 
“Should be locked up”. Not only were the 
latter free of Hitler’s power, but it was implicit 
in their judgment that they were not in 
sympathy with his political aspirations. 

It may be argued that the relevance of social 
position, particularly as it pertains to power, 
to the notions of mental health, illness and 
commitment, is not novel and is well known 
and appreciated. This may be true, and I am 
prepared to admit it. If it is true, however, 
then we must acknowledge that by lending a 
hand to this sort of quasi-scientific use of 
psychiatric concepts, we, as psychiatrists, 
support and perpetuate an irrational and, from 
a democratic point of view, immoral system 
of human relationships. Psychiatrists often 
retreat behind the saying that “insanity” is a 
legal concept, and that commitment is a legal 
procedure. Substituting “mental illness” for 
the former does not really alter matters. And 
as to commitment, the possibility must be 
raised as to whether it would not serve the 
interests both of potential patients and of our 
science better if psychiatrists would make it a 
tule not to enter into actions which either 
diminish the “responsibilities” or take away 
the civil “rights” of particular members of 
our society (28). 


A paradigmatic case history 

In as much as this essay deals with phenom- 
ena which are a part of our everyday living, it 
is difficult to cite observations other than of a 
trivial kind. This means, on the one hand, that 
the data to confirm or refute my thesis are 
easily available to anyone who wishes to make 
the necessary observations; on the other hand, 
it might be argued that such observations are 
vague and ill-defined and that my thesis is 
neither more nor less plausible than is the 
official view of this matter. A pertinent clinical 
case—and one that is moreover at a safe 
historical distance from current events—fur- 
nishes a rare opportunity to document some of 
the observations and inferences suggested in 
this paper. 

The case is that of King Ludwig II of 
Bavaria. The history of his psychosis and of 


his so-called commitment was set forth in a 
masterful fashion by Leo Alexander (1). For 
the sake of brevity, I will not repeat, nor even 
summarize, the historical narrative and will 
restrict my discussion to some comments on 
those aspects of this story which are relevant to 
our present inquiry. The King manifested the 
typical symptoms of what is today regarded as 
paranoid schizophrenia. A commission of four 
eminent psychiatrists met in June, 1886, and 
decided, on the basis of all sorts of evidence 
(not including, however, seeing the patient), 
that “the King was insane and incapable of 
carrying out the proper operations of govern- 
ment” (p. 101). The problem which now arose 
was naturally that of how to carry out the 
actions implicit in this diagnosis. 

The commission tried to treat the King as if 
he were a psychiatric patient and tried to 
provide a supervised environment and treat- 
ment for him. The King, however, refused to 
be cast into this social role. 


“Since the commission (composed of four psychia- 
trists) had arrived without military escort in order 
to show respect for the King, and in order to elim- 
inate any and all semblance of coercion, the commis- 
sion then returned to Hochenschwangau for further 
consultation, without its .purpose having been 
accomplished” (p. 101). 


The wish to avoid showing evidence of 
coercion betrays the problem of power, dis- 
cussed earlier. Alexander noted clearly that 
such action on the part of the commission 
might have, at this time, also proved physically 
dangerous to them. 

Subsequently, the King was induced to move 
to Castle Berg which was converted into a 
make-shift psychiatric hospital for his exclu- 
sive use. While there, at an unguarded moment, 
he attempted to drown himself, and when his 
psychiatrist interfered, he killed him as well as 
himself. 

At this point in the narrative, Alexander 
commented as follows: 


“ . . the major cause of the disaster perhaps was 
the basic attitude of making special concessions to a 
highly placed patient—Removal of the King to a 
well-organized and well-staffed mental hospital would 
probably have been the better course” (p. 106). 


“After all, the basic reason for commitment is the ex- 
pert’s finding and conclusion that the patient does not 
have sufficient independent judgment to carry out his 
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affairs in his own best interests. Perhaps a great many 
_ other suicides of highly placed persons were not pre- 

vented. because the same error was made as in the 

case of the sick King of Bavaria” (p. 106). 


It seems to me that Alexander’s inferences 
not only do not follow from the material at 
hand, but more than that, they obscure the 
essential sociologic facts and conclusions which 
must be drawn from this instructive case. I 
wish to call attention to the following 
considerations: 

1. “Highly placed” patients are always 
treated with special concessions. This is true 
in cases of medical and surgical treatment also, 
and it is precisely these modes of treatment to 
which psychiatrists at the present time like 
to compare their own work. 

2. Removal of the King to a mental hospital 
would have endangered, in a legal sense, those 
in charge of the hospital. The fact that it was 
not done must be regarded as eloquent evidence 
of something, namely, of the socially (legally) 
tenuous nature of this whole operation. 

3. Alexander’s statement about the “basic 

reason for commitment” is a restatement of 
the official view. The events sketched in his 
essay constitute vivid evidence—so I submit— 
to the contrary. Commitment, in such cases, 
either cannot be implemented, or it encounters 
very great difficulties which must be overcome 
by complicated judicial procedures. 
_ To persist in maintaining that no force is 
used. against the patient runs completely 
counter to the facts. (I do not imply by this 
that the patient is damaged, or that this ought 
not be done. I simply suggest an observation 
without ethical connotations.) 

4. Lastly, Alexander’s comment about the 
prevention of suicides in highly placed persons 
opens the door to a host of complicated moral 
and social issues. For example, if this method 
is to be used to prevent the suicides of power- 
ful public figures, what about the prevention of 
homicides which such men can carry out on a 
national scale? It seems obvious that without 
recourse to some sort of supra-national 
morality and law-enforcement, such decisions 
will bog down in a hopeless relativism of social 
values. 

It is interesting to note that in his discussion 
of this story Alexander touches on the problem 


of social status and power as this relates to 
psychiatric “diagnosis” and “‘treatment’’. Since 
he takes a quite different—almost diametri- 
cally opposite—position in this regard to the 
view which I propose, his pertinent comments 
should command our attention. He wrote: 


“T am reminded of an experience during the recent 
war when as a newly activated medical officer I was 
faced with admission to the ward of a suicidal Ma jor- 
General. One of my assistants, a lieutenant, called 
our commanding officer, a regular Army Colonel, to 
ask if there were any special things we were to do in 
the circumstances. The colonel curtly replied: ‘Take 
off his uniform and you will outrank him.’ This was 
promptly done and the patient made an uneventful 
recovery under the right form of treatment in a 
ward which contained all ranks and which provided 
“ on. treatment facilities the Army can provide’ 
. 106). 


In my opinion, this illustration misses the 


point: the real issue in a case such as this 
revolves around the following factors. 1) Does 
the patient come to the psychiatrist on his 
own accord, or at least willingly, or not? We 
have no information on this question in the 
case of the suicidal general. 2) If he does not 
come to the psychiatrist willingly, then indeed 
there does arise the question of who will assign 
him to the social status—even if only tempo- 
rarily—of a “psychiatric patient”. Unless this 
is done by someone who does in fact outrank 
the patient, it exposes the accuser, so to speak, 
to the risk of being tried for insubordination, 
disobedience of orders, mutiny or some similar 
offense. The story of “The Caine Mutiny” (31) 
dealt with a dramatization of this sort of 
problem.’ In any case, the fact remains that 
neither Alexander nor the lieutenant to whom 
he refers had in this case really encountered a 
power-problem in relation to psychiatry. At 
the juncture at which they had to deal with 


* The impression that this excellent story represents 
an artistic dramatization of the problematic relation- 
i power and mental i 
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never happened. In his introduction a stated that, 
“The records of thirty years show no instance of a 
court-martial resulting from the relief of a captain at 
sea under Article 184, 185, and 186 of the Naval 
Regulations” (31, p. iv). This fact evidently did not 
detract from the og appeal of the novel and of the 
film based on it. This, in turn, suggests the inference 
that although the events depicted are fictitious, they 
dramatize similar events in everyday life. 
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the general, he had already been “demoted”’, 
figuratively speaking, to the rank of “patient”. 
It seems a valid generalization to assert that 
the social identity (9) of a “psychiatric 
patient” (or of being committed) can arise in 
only one of two ways: 1) Either it is accepted 
yoluntarily by a person in the hope of achieving 
certain goals of his own, for the realization of 
which this social status is a necessary pre- 
condition, or 2) It is “stamped on” a person, 
unwillingly, by some powerful social body or 
its representative (judge, military psychiatrist, 
etc.). 

One final observation about the problem of 
the psychiatric treatment, or commitment, of 
a highly placed person. If such a person seeks 
psychiatric help voluntarily—and under other- 
wise favorable circumstances—the patient’s 
high social status need not present any special 
problems. If, on the other hand, the question 
of psychiatric intervention (treatment should 
not really be spoken of in such a case) arises 
in opposition to such a person’s wishes, 
then—it seems to me—we are forced to con- 
clude that we encounter what seems to be an 
inherent limitation of high social status 
(power). We have an innate prejudice against 
readily accepting such a possibility since most 
everyone thinks that the higher one gets ina 
social hierarchy, the more rights and oppor- 
tunities this will afford. In other words, such 
a move upwards is thought of as all to the good. 
This, undoubtedly, is an incorrect view of the 
matter. For just as we take it for granted that 
poverty and the lack of certain civil rights are 
inherent evils of being in some low echelons 
of power in society, so it would seem that there 
are some other inherent limitations in positions 
of social power. I touch here on just one of 
these, namely, on the impossibility of being 
restrained and psychologically “treated” when, 
under otherwise similar conditions, a man of 
lesser social standing could be readily managed 
in this way, sometimes to his own. juteaee 
advantage.° 

* An illustrative example general principle 
Suggested above is found in pe observation 
by doctors that members of physicians’ families tend 

get poor medical care. One frequently hears that all of 

and worst tions occur in cases. 
It is clear that the 
physician’s inabili 
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DISCUSSION 


It was suggested that the customary reasons 
given for the use of commitment are inadequate 
and misleading. The justification of commit- 
ment as “treatment” for the patient was 
singled out for particular criticism: to assert 
that one does something to “help someone” 
makes it difficult to bring a scientific attitude 
to the examination of the relevant processes. 

It is acknowledged that commitment may 
be socially necessary and useful as a way for 
the majority to protect itself from annoyances 
on the part of certain members of society. It 
seems to me, therefore, that geniune progress 
in the realm of the “major mental diseases” 
depends on a more open recognition of the 
fact that such persons are committed generally 
not for their own benefit but for the benefit of 
those whom they threaten or annoy. This does 
not imply that the enforced hospitalization 
might not, under favorable circumstances, be 
helpful to the patient. It only means that 
“treatment”, in the ordinary sense of this 
word, is not its primary aim. By failing to 
recognize, in a forthright manner, the conflict 
inherent in the concepts of “treatment” and 
“social restraint”, and the manifestations of 
this conflict in the actual social working of 
commitment procedures, psychiatrists and 
others push back the clock to much earlier 
modes of viewing human relationships. Anal- 
ogies between commitment and some other 
social arrangements will illustrate this thesis 
further. 

Persons with so-called “mental illness” are 
not the only ones who are, or have been, seg- 
regated from others. Consider, for example, 
the almost legendary role of lepers or, in recent 
times, the enforced segregation and treatment 
of patients with certain contagious diseases 
(tuberculosis, syphilis, etc.). In these cases, 
however, the matter has been dealt with much 
more honestly in that it was openly admitted 
that the segregation was not (primarily) for 
get more “attention”, the fact that he is not treated 
with the detachment ‘with which the average patient 
is, often leads to a contamination of the “medical 


situation” and thus results in the complications of 
which one so often hears (19). 
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the patient’s benefit but for the benefit of 
other members of society.” 

The most important other group segregated 
from society is, of course, that labelled ‘“‘crim- 
inals”. The similarities and differences between 
the social moves adopted vis-a-vis criminals 
and the mentally ill could well form the subject 
matter of a separate study. I will confine myself 
to calling attention to the following considera- 
tions. Criminals are deprived of their liberty, 
and it is openly admitted that this is not for 
their benefit but for that of society. (Whether 
these measures “really work” has no perti- 
nence here.) We say, therefore, that they are 

“jail”. Furthermore, such confinement can 
a be inflicted after the violation of a law. 
Commitment, on the other hand, pertains to a 
situation in which persons are deprived of 
their liberty allegedly for their own benefit. 
Society is thus forced into the semantic trick 
of asserting that such people are in a “hospital” 
(not in “jail’”) and are there, moreover, for 
“treatment” (not “punishment’”). May I 
suggest that we consider the similarities be- 
tween this modern approach to “mental 
illness’’, on the one hand, and the spirit under- 
lying the medieval Crusades, on the other? 
The latter, as we know, were characterized by 
certain social actions—by one group against 
another—in such a way that those who wielded 
force claimed to have done so for the benefit 
of their partners. Clearly, this is of great help 
for the inner sense of right of those who feel 
impelled to act. By the same token, to call 
state hospitals “hospitals’—rather than 
“Sails” —serves only, or mostly, to make society 
feel better. 

Earlier I also compared the social situation 
of the committed patient with that of the 
slave. This analogy, too, suggests than an 
explicit understanding of this type of social 
interaction is a necessary prerequisite for real 
improvement in the status of a dehumanized 
class. If I am permitted to summarize the 
history of thousands of years of slavery in a 
few sentences, I would say that the following 
three steps have characterized the evolution 


and dissolution (in some parts of the world) 
of this type of human relationship. 

1. First, there is the notion that the master- 
slave relationship is a “naturally-occurring” 
phenomenon. It cannot be anything but 
“good” for the slave. This state of affairs 
characterized Aristotle’s Greece, Plato’s Re- 
public and Moore’s Utopia. 

2. Later, the situation is encountered in 
which it occurs to the masters that this 
arrangement might not be quite as good {fo 
the slaves as they had thought it was. Once 
the master starts to identify with his slave, 
the latter’s misery (or assumed misery) be- 
comes openly recognized. At this point refuge 
is usually taken in the “narcissism of the 
State”’: it is asserted that while slavery may be 
bad for the slave, it is mecessary for social 
survival. In other words, slavery becomes 
good for society! 

3. Gradually, this notion too becomes 
excessively guilt-laden for most people, and 
with a gradual change in social patterns the 
very concept of “slave”, as a social fact, 
disappears. 

It seems to me that there is much evidence 
to suggest that our orientation to the hospi- 
talized “‘mental patient” comes close to 
reduplicating the first stage in this scheme. 
This is borne out by the insistence that com- 
mitment is for the patient’s benefit, the use 
of such words as “hospital” and “treatment”, 
and so forth. Consider further the violence of 
the “‘treatments”, such as insulin and electric 
shock, lobotomy and now the new chemical 
“straight-jackets” (29), and the fact that so 
many of the patients do not feel and think that 
all this is of any help to them. Could it pos- 
sibly be that all this is really not designed or 
expected to help them? 

In this connection some information gleaned 
from a recent paper by Davidson (8) is of 
interest. Basing his conclusions on several 
surveys taken between 1949 and 1954, David- 
son stated that: “About half the psychiatrists 
in the country refuse to sign commitment 
papers....” He attributed this fact prin- 


cipally to the psychiatrists’ fear of possible 
legal complications and to the assumption 
that it is more profitable for them to stay in 
their offices and not to get embroiled in this 
matter. 


This is clear, for example, in the case of leprosy or in 
_ of immigration exclusions on persons with tra- 
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law. More often it is because the call to sign commit- 
ment papers interferes with office practice, may give 

patients an uneasiness about seeing psychiatrists, 
the physician in lege! ved or pull 
him out at odd hours. On the whole, commitment is 
a nongratifying, messy, occasionally risky, usually 
inadequately rewarded activity. It is much 
pleasanter, safer and more lucrative to remain in the 
office chair. But this means that commitment is 
left to physicians less skilled in handling it than 
psychiatrists. The unsophisticated layman will 
interpret this as withholding a desperately needed 
service because it is uncomfortable to the doctor” 
(8, p. 43). 


We should be grateful to Davidson for one 
of the few comments in the psychiatric litera- 
ture about commitment which deals with this 
phenomenon as it is found in society, and not 
in terms of idealistic moral goals. In inter- 
preting Davidson’s data, (however, another 
hypothesis presents itself which might account 
for, or at least might contribute to the explana- 
tion of, the widespread reluctance among 
psychiatrists to sign commitment papers. Is it 
not possible that psychiatrists might really feel 
(or, perhaps better, think but be unable to 
admit it to themselves) that there is something 
fundamentally wrong with the social structure 
of commitment procedures as they now exist 
and operate? Although they almost never come 
out against it openly, this popular passive re- 
sistance might well signify a large measure of 
discontent with it. Here once again an analogy 
between commitment of the mentally ill and 
the confinement of certain groups in Nazi con- 
centration camps presents itself. In both cases, 
large numbers—perhaps even the majority—of 
the people in whose culture the phenomenon 
occurred found the practice objectionable and 
would not willingly lend ahelping hand to it. 
This, however, did not insure that even a few of 
these would openly object against it. Of course, 


- to do so in Nazi Germany would have been 


dangerous, perhaps even foolhardy, for the 
concentration camp was but one manifestation 
of a social order dedicated to the principles of 
the “closed society” (20). The analogy, there- 
fore, is merely a suggestion of some similarities 
and does not imply a close correspondence of 
these two social phenomena in every detail. To 
object to commitment procedures is certainly 
not very dangerous and indeed can not be so 
as long as our society continues to espouse 


equalitarianism as one of its fundamental 
moral. principles (11). Yet such objections 
seem rare and are probably unpopular. The 
evil of “state hospital conditions” is frequently 
recognized, but the customary approach to 
bringing about change lies along the road of 
suggesting various improvements in the ways 
and means by which such institutions should 
operate (e.g., suggestions for increased budgets, 
better housing, the training and employment 
of more psychiatrists, and the like). No one 
can very well object to such suggestions for 
improvements. They seem to me, however, in 
some ways like suggestions for the improve- 
ment of concentration camps. Everyone would 
admit that a “humane” concentration camp 
falls far short as something for which one 
should strive. Similarly, as long as the funda- 
mental principles of commitment—that is, the 
conflict between patient and society and the 
factors that govern the dissipation of this 
conflict—are not more openly recognized and 
dealt with, it appears unlikely that any signif- 
icant improvement in the care of those who 
would be considered “‘committable” by current 
criteria can come into being. 
SUMMARY 


The aim of this essay was to present a socio- 
psychiatric examination of commitment pro- 
cedures. Observations of the actual social 
(legal) transactions involved in this situation, 
together with a critical examination of the 
pertinent psychiatric literature, form the 
empirical basis of this inquiry. 

The generally accepted view of commit- 
ment—which regards this as an essentially 
medical (psychiatric) problem—is presented 
and critically evaluated. This view is held to 
be logically inadequate, scientifically mis- 
leading and ethically hypocritical. Its chief 
shortcoming lies in the failure to explicitly 
differentiate between the manifold social roles 
and functions of the psychiatrist, some of 
which might—and usually do—conflict with 
some others. Among these roles are the psy- 
chiatrist as 1) technical expert (scientist), 2) 
the patient’s therapist, 3) an agent and 
protector of society, 4) educator of the public, 
and 5) others. 

I submit that the most relevant factors 
pertinent to commitment are inextricably 
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social and psychological and that they might 
be approached best by organizing the relevant 
observations around the question of “Who 
annoys (or threatens) whom?” In other words, 
viewing commitment from the point of view 
of the socio-psychology of games, we regard it 
as a form of social restraint employed against 
persons who violate certain rules. An analysis 
of the social position of the participants who 
may or may not be committed, and of the 


nature of the rules which may or may not be 


violated, is then presented. An historical case 
(that of King Ludwig II of Bavaria) is cited 
to document the significance of social role 
(power) in relation to the legal implications of 
commitment. . 

In conclusion, it is emphasized that in the 
phenomenon of commitment we again en- 
counter the problem of the conflict between 
patient and society. This conflict seems funda- 
mental to the very fabric of psychiatry, if we 
use this word to denote the study of “mental 
health and illness”. An attempt is made to 
‘throw further light on the problem posed by 
the commitment of the mentally ill by com- 
paring this process to some other familiar social 
arrangements, such as: 1) the treatment of 
patients afflicted with some communicable 
diseases, 2) the handling of criminals and of 
the inmates of Nazi concentration camps, and 
3) the changing social attitudes toward slavery. 
If commitment of the mentally ill (and perhaps 
some other forms of psychiatric ‘“‘treatment” 
‘as well) serves the chief aim of protecting 
society, then it may not be surprising that the 
problem of the so-called “major mental 
diseases” will resist solution along the lines 
that are currently most enthusiastically pur- 


sued. Indeed, the question arises whether - 


“mental disease”’ (as a social problem) may 
not be stimulated by the very processes that 
allegedly combat it, in much the same way as 
we have witnessed in the case of trying to 
control the drinking of alcohol by Prohibition. 
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HALLUCINATION: A PROBLEM IN NEUROPHYSIOLOGY! 
MAX LEVIN, M.D. 


For an understanding of the physiological 
mechanism of hallucination, a premise is 
necessary. When a man, being psychotic or 
else being asleep and dreaming, hallucinates, 
for example visually, the content of his vision 
represents what he is thinking at the moment. 
The premise is that this content—what he 
““Gmagines” he is seeing—corresponds to what, 
if he were not psychotic and not asleep, he 
would be thinking. 

What a man thinks at a given moment is his 
response to time, place and circumstance. A 
given set of circumstances will cause him to 
think a certain thought, provided he is not 
‘psychotic and not asleep. Otherwise they can 
cause him to see or hear that thought. 

A thirsty man lost in the desert is an example. 
He thinks incessantly of water. As long as he 
is in his right mind, he merely thinks of it. As 
his physical state worsens and delirium sets in, 
he does more than merely think of water: he 
now sees pools and fountains, he hears the 
ripple of a brook. In his delirium he halluci- 
nates what previously he had been merely 
thinking of. Another example is “thought 
echo” or Gedankenlautwerden, in which the 
hallucination repeats verbatim the thought in 
the patient’s mind. 

A schizophrenic man was admitted to a 
mental hospital in a delusional state. He 
> thought he was going to be electrocuted. He 
made a social recovery, with good insight. In 
_ giving a retrospective account he recalled that 
‘one day during his psychosis he was taken to 
the dentist’s office. On entering the office and 
seeing the chair he thought it was an electric 
chair and believed his last hour had come. He 
sat in the chair, and the dental assistant pre- 
pared to give him a treatment. When she 
turned on the current, he thought the moment 
of electrocution had come, and he saw clouds 
of white smoke filling the room. Since electro- 
cution is associated with burning flesh, a man 
about to be executed might think of clouds of 


1From the Department of Neurology and Neuro- 
surgery, the New York Medical College, Flower and 
Fifth Avenue Hospitals, New York City. 


smoke, provided he is healthy; the schizo- 
phrenic saw them. 

The relationship of hallucinatory content to 
thought content is not always so clear. It may 
be obscured by the fact that the thought has 
been translated into symbolic terms, Insight 
into this matter may be gained from analysis 
of your own hypnagogic hallucinations, which 
often can be related to the thought in your 
mind at the moment of falling asleep. For 
example, I had examined a criminal and was 
contemplating the opinion I would give the 
court. While falling asleep I pondered the 
question of determinism and free will. Growing 
sleepy, I reflected that the question is insoluble. 
I then saw a wooden chest; it was closed and 
I knew it was locked and could not be opened 
because the key was lost. At that moment I 
woke up and was able to see the relation of the 
dream image to the thought that had gone 
before. When awake and capable of mentation 
on an abstract plane, one can think in terms of 
an insoluble metaphysical problem. In the 
reduced state of sleep this abstract concept is 
translated into its concrete equivalent, a 
locked wooden chest to which there is no key. 

The antecedent thought is sometimes not 
known but is inferable. Herbert, a college 
student, used to stay up late to study, and his 
father would call out that it was time to go to 
bed. One night, sitting up late, he grew sleepy 
and heard hi#father call gruffly from the next 
room, ‘Herb! Go to bed!’’ He got up from his 
desk and went into the next room where he 
found his father fast asleep and snoring. We 
do not know what the student was thinking 
as he dozed off, but may infer that the image 
of his father’s voice was in the “background 
of consciousness” if not the forefront. 


Vivip IMAGERY AND FAINT IMAGERY 


Hughlings Jackson has formulated the nev- 
ral processes that underlie imagery. He used 
the terms “vivid image” (as when we see an 
object) and “faint image” (when*we merely 
think of it). 
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Jackson (2) said (Vol. II, p. 69): 

“T suppose that I am seeing a brick.... 
What first happens is that there is a peripheral 
impression (upon the retina), impulses then 
pass through the lowest, through the middle, 
and up to the highest sensory centres. . . . So 
far we have only stated one half of the reflex 
action, have only reached the physical condi- 
tion correlative with the colour of the brick. 
It and all other objects have shape, and this 
as much requires to be accounted for as the 
colour. The shape of an object is the relation 
of its several positions one to another; our 
knowledge of this relation is by movements, 
in this case ocular movements. . . . By currents 
passing from the highest sensory centres, so 
to speak, ‘across’ to the highest motor centres, 
and from these downwards, through middle 
and lowest motor centres to muscular pe- 
riphery, there is development of movements 
of the eyeballs....Here we have... reflex 
action.” 

Jackson then considered what happens when 
we merely think of an object (Vol. II, p. 70): 

“The vivid image, the mental state we have 
(when we see a brick) arises during (not from) 
the physical condition in the two divisions of 
the highest centres, and is strongly and def- 
initely ‘projected,’ because the lower centres 
are engaged; it seems part of the outer world. 
Next day, we can think of the brick in its 
absence, have ‘an idea of it,’ or, as I prefer to 
say, have a faint image where yesterday we 
had a vivid image. In this case the reflex 
action is incomplete and weak; the lowest and 
the middle sensory centres and the middle 
and lowest motor are not engaged. The highest 
sensory and motor centres are alone engaged; 
there is still reflex action, but only the central 
links of the great sensorimotor chain are en- 
gaged; the central part only of the whole 
process which occurred in perception is done 
over again, and, the excitations being slight, 
the image arising is faint, and, the lower 
centres not being engaged, it is feebly and 
indefinitely projected, seems more part of 
ourselves.”’ 

Thus Jackson held that during both vivid 
and faint imagery there is reflex action. Reflex 
action characterizes the highest cerebral 
centers no less than the lowest spinal arcs (3). 
But this does not concern us here. What does 
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concern us is that a vivid image implicates all 
levels of the nervous system while a faint image 
implicates only the highest. 


INDEPENDENCE OF LEVELS OF THE NERVOUS 
SYSTEM 


One measure of adaptability is the capacity 
of nerve centers to act independently of the 
rest of the nervous system. Centers on the 
same level may act independently of each 
other. In piano music there are times when the 
two hands must play different rhythms simul- 
taneously. The ability to do this is a measure 
of cerebral evolution. It is undeveloped in 
children. Infants tend to move the two sides 
of the body symmetrically. 

There is “horizontal independence”, where 
two centers on the same level are concerned. 
There also is ‘“‘vertical independence”, where 
lower centers act independently of higher 
centers, and vice versa. 

Independence of lower centers. Lower centers 
function automatically, without the assistance 
of higher centers, when we walk or drive a car 
while thinking of something else. The tabetic, 
whose lower centers are diseased, suffers from 
their inability to function usefully when given 
free rein; they require direction from above; 
he must put his mind on his legs and feet. 

Independence of higher centers. The capacity 
of the highest centers to function alone, that 
is, the capacity to think without movement 
and without vivid imagery, is a trait that 
comes with growth and evolution. The child 
lacks it; his speech and thought are interwoven. 
A little girl, when told to think before she 
speaks, protested, “But how can I know what 
I think till I hear what I say?” (1). Conversely, 
the adult who becomes psychotic may regress 
to the stage where he babbles what he thinks. 
No more will be said of the motor aspects of 
this problem as they have been considered 
elsewhere (4). 

Imagination. One of the ingredients of in- 
telligence is imagination, the power to see 
without the eyes, to see through a brick wall, 


to picture in advance the consequences of an. 


act, to judge internal event from external sign. 
Imagination is much misunderstood. Because 
a small boy plays with a block of wood pre- 
tending it is a boat, it is said that children 
have a “rich imagination”, richer than that of 
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his elders. This romantic notion cannot be 
right. As regards the complex functions of the 
highest cerebral centers, growing up means 
advancement, not a falling behind. 

Infantile deficiency in imagination manifests 
itself in many ways. A three-year-old child 
has a favorite story which he loves to have 
read to him. You can read it ten times a day 
without boring him. He has heard it so often 
he knows it by heart, word for word. Thus if 
you omit a single word, or alter a word se- 
quence, he will correct you. Say “black and 
yellow and white cat” instead of “black and 
white and yellow cat,” and he will call you 
sharply to task. Why, then, since he knows the 
story by heart, does he want to hear it read? 
It is because hearing it helps him to think it. 
His powers of imagination are immature, and 
it is hard for him to think without “help from 
below’’. His highest cerebral centers are like a 
speaker who does well when he has his notes 
to support him, but falters without them. 

This phenomenon and hallucination are two 
different things, of course, but they have 
something in common. They both show, each 
in its own way, that 1) under some conditions 
(immaturity, disease) the highest cerebral 
centers have difficulty acting independently 
of lower centers and seem to need their “help” 
or cooperation, and that 2) this state of affairs 
manifests itself in a deficiency of imagination, 
which is the ability to think an idea without 
seeing or hearing it. 

The psychotic patient suffers from a de- 
ficiency rather than a surplus of imagination. 
Because he hears “imaginary” voices, it would 
be a mistake to suppose he has a surplus, as 
much a mistake as to say that children have a 
“rich imagination”’. 

The concept of the mass reflex is valid for 
the processes that accompany mentation no 
less than for the spinal cord. The schizophrenic 
mentioned above saw clouds of smoke in 
circunstances that normally would cause one 
merely to think of them. A stimulus that 
normally would evoke a faini image (whose 
substrate lies entirely within the highest 
cerebral centers) may under some conditions 
evoke a vivid image (whose substrate extends 
over all levels of the nervous system). 


RECONSTRUCTION OR FLASHBACK DREAmsS 


In these dreams the external stimulus that 
wakes the sleeper has evoked a long and in- 
volved dream that seemingly antecedes the 
stimulus. In a celebrated example, the French- 
man Maury dreamed he was involved in the 


‘French Revolution; he was arrested, tried and 


sentenced to the guillotine; he was marched in 
public to the scene of execution, where he 
climbed the stairs to the platform; his head 
was laid on the block and he felt the impact 
of the knife on his neck, at precisely which 
moment he was wakened by plaster that had 
fallen from the ceiling, striking him at exactly 
the same spot on the neck. 

This type of dream has caused much wonder. 
Since the stimulus has evoked the dream, how 
can the dream antecede and anticipate the 
stimulus? I submit that this question is not 
puzzling at all if one bears in mind the phys- 
iology of hallucination. 

A stimulus may cause one to think of events 
of the past. A detective walking in the woods 
comes upon the body of a man with a crushed 
skull; there are footprints, a blunt instrument 
and an empty wallet nearby. Seeing these 
signs of a crime, he pictures a succession of 
events that will explain what he now sees. He 
“reconstructs” the crime. In movie language 
a “flashback” occurs. He has a succession of 
images—faint images rather than vivid, for 
he does not see the events but only visualizes 
them. If he were delirious, he might have the 
corresponding vivid images; he would report 
that he saw the crime. _ 

Suppose Maury had been wide awake when 
the plaster struck him. He might have re 
sponded with a set of fancies, involving the 
guillotine, the French Revolttion, etc. He 
might have pictured a train of events leading 
to the guillotine. Since he was asleep, he 
hallucinated them. 

There remains the problem of the illusion of 
antecedence: the dream images seen to ante- 
cede the stimulus. This is no more puzzling 
than the fact that people have flashbacks 
when awake. We are always thinking of past 
events in relation to what we see and hear and 
think of now. Someone says something, or’ we 
see a headline, and it calls to mind an image 


from the past. This goes on all the time and 
excites no wonder at all. 

To restate the problem of antecedence: 
since the vivid images of the dream are evoked 
simultaneously, being all evoked in a flash by 
the stimulus, why do they seem to be experi- 
enced serially? The answer is that vivid images 
(with irrelevant exceptions) can be experienced 
in no other way. In this respect vivid and 
faint images differ. A series of faint images 
may be (experienced simultaneously even 
though they belong in sequence; in other 
words, events falling into a sequence may, by a 
stretch of the imagination, be imagined simul- 
taneously. Mozart provides an example. He 
used to compose entirely in his mind and did 
not write a composition down until he had 
thought it out completely. Referring to his 
mental grasp of the composition, he said, 
“Nor do I hear in my imagination the parts 
(of the composition) successively, but I hear 
them, as it were, all together” (5). Obviously 
this is possible with faint images but not with 
vivid. One may think of two colors simultane- 
ously, but one cannot see two colors in the 
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same space at the same moment. To take an 
example in the motor sphere, the steps of a 
dance may be imagined simultaneously, but 
they could not possibly be executed any other 
way than consecutively. 

The importance of reconstruction dreams, 
from a practical standpoint, is nil, but from a 
theoretical standpoint it is incalculable, for 
they throw light on the operation of the 
thinking apparatus. 
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THE EFFECT OF GROUP ADMINISTRATION UPON SYMPTOM 
. FORMATION UNDER LSD! 


PHILIP E. SLATER, KITYO MORIMOTO, anp ROBERT W. HYDE 


During the past few years the number of 
research studies designed to measure the effect 
of various drugs upon human behavior has 
shown a rapid increase. One of the most 
interesting of these drugs is lysergic acid 
diethylamide (LSD), largely because of the 
similarity of its effects to psychosis. Its dis- 
covery aroused hopes that the biochemical 
correlates of psychosis might be more clearly 
delineated. It also raised the possibility that 
controlled studies of experimentally induced 
as well as natural variations in the reactions of 
individuals to the drug might contribute to 
our knowledge of the etiology and treatment 
of psychosis, much as experiments with animals 
have contributed to our knowledge of the 
human organism. 

Studies of the effects of LSD have been 
carried out in large part without regard for 
certain situational variables capable of influ- 
encing the course of the reaction. Some studies, 
for example, have involved the administration 
of the drug to individual subjects (1), others 
to groups of subjects (2). The possible effect 
of this difference has not been considered, yet 
if the subject’s perception of the situation is 
capable of influencing his reaction to the drug, 
this would seem to be a serious oversight. The 
individual who takes a drug alone may view 
the entire experimental situation in a manner 
quite different from the individual who takes 
it along with a group of fellow subjects. 

The decision to undertake the present study 
arose from clinical observation of just such an 
effect during the routine administration of 
LSD to research subjects. We were impressed 
by the tendency for group membership to 
produce a modification of symptoms in the 
direction of increased elation and overactivity, 


Project investigating the effects of lysergic acid. 


views and made the ratings upon which much of this 
i based 


and there were a number of striking examples 
of this tendency. In one group of three 
students, one of the subjects expressed the 
view that the entire experiment was like a 
party and behaved accordingly. Whenever 
this subject was present, his cosubjects, pre- 
viously withdrawn and retarded, became more 
talkative, active and interested, and laughed 
and joked along with him, relapsing into their 
original syndromes as soon as he had departed. 

Our major interest, however, was not in the 
temporary contagion of manic-type symptoms, 
but in the possibility that group membership 
during the lysergic experiment might produce 
more permanent differences in symptom 
formation. In other words, we were interested 
in testing the hypothesis that subjects taking 
the drug in groups would manifest symptoms 
which differed, even when the subjects were 
separated, from those of subjects taking the 


drug alone. 7 
PROCEDURE 


The sample consisted of 72 normal subjects, 
mostly college students and hospital personnel. 
Of these, 24 subjects received LSD? alone and 
48 in groups of two or more. The experiments 
were conducted over a two-year period, with 
exactly half of both the “alone” and “group” 
subjects taking the drug during each year. The 
subjects typically had little or no acquaintance 
prior to the experiment, and no choice as to 
whether they would take the drug alone or 
with others. 

All subjects received the drug early in the 
morning and spent the day within the hospital 
under continued observation. A portion of 
the day was spent in structured testing and 
interviewing situations, while during the re- 
mainder the subjects were allowed to move 
about the hospital interacting with patients 
and personnel. Subjects taking the drug in 
groups were separated during most of the 
more structured situations, but were together 


* One gamma per kilogram of body weight. 
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Hyde. The authors are indebted to Dr. H. Jackson 

DeShon, who conducted the clinical chiatric inter- 
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when the drug was administered and during 
unstructured portions of the day. 

From three to four hours after administra- 
tion, which is the period during which the 
reaction to LSD usually reaches its peak, all 
subjects were interviewed by a psychiatrist, 
who rated each on the incidence and intensity 
of various symptoms, made a diagnostic clas- 
sification of the nature of the reaction in terms 
of standard clinical categories, and rated the 
over-all severity of the reaction on a 6-point 
scale. The psychiatrist conducted the interview 
according to the procedure used in interviewing 
patients upon admission to the hospital. In 
most cases he had no previous acquaintance 
with the subject and in all cases had no knowl- 
edge of the subject’s experiences or reactions 
during the early part of the day. All subjects 
were interviewed alone. 

The symptom ratings made by the psy- 
chiatrist were simplified somewhat for the 
purposes of this study. Originally, subjects 
were assigned a zero rating if a given symptom 
was absent, and a rating of from one to four, 
according to its intensity, if it was present. To 
investigate the differences between “alone” 
and “group” subjects, however, subjects were 
merely compared with regard to the frequency 
with which a given symptom was present or 
absent, and also with respect to the frequency 
with which it was present in a severe form. 
“Severe form” was defined as a rating of two, 
three or four. 

Symptoms which were somewhat rare were 
grouped into broader categories whenever 
such grouping seemed conceptually sound. In 
such cases, the number of symptoms in the 
broader category exhibited by the subject was 
tabulated. The significance of all the differ- 
ences was tested by means of chi-square tests, 
using the Yates correction (more out of a 
diffuse conservatism than because such a 
correction is necessary in a sample of this 
size). In cases where symptoms were grouped 
into categories, the mean of the entire sample 
was used as a cutting-point for the chi-square 
tests. 

In addition to the psychiatrist’s ratings, 
symptom and severity ratings were also made 
by psychologists and sociologists on the basis 
of observations of the subject in unstructured 
situations throughout the day. These ratings 


will not be described in detail here, but at all 
comparable points they show the same sim- 
ilarities and differences between “alone” and 
“group” subjects as do the psychiatrist’s 
ratings. 

Sixteen categories of symptoms and the 
severity ratings were used to test the hypoth- 
eses. These categories include, either separately 
or under broader groupings, all of the ratings 
made by the psychiatrist except a few 
symptoms of very rare occurrence which could 
not be grouped. 

There are three broader categories sub- 
suming groups of symptoms. The first, 
“sensory illusions and hallucinations”, includes 
distortions of size, shape, color, distance, 
movement, taste, sound. It excludes, however, 
all forms of distortion of one’s own body 
image. The second, “thinking and speech 
disturbances”, includes difficulties in formula- 
tion and expression of ideas, acceleration and 
retardation of speech and thought, bizarre 
ideation, and the like. The third, “somatic 
symptoms”, includes a great variety of dif- 
ferent physiological manifestations, only a 
few of which (tremor, numbness, tingling, loss* 
of appetite) occurred with any frequency. 


RESULTS 

Symptoms 

Table 1 shows the proportion of “alone” 
and “group” subjects showing various symp- 
toms, and also the proportion showing these 
symptoms in a severe form. The most striking 
finding is the sharp reduction in anxiety 
brought about by group membership. Group 
subjects are also less depressed, have fewer 
perceptual distortions of a severe nature, 
fewer thinking and speech disturbances, fewer 
somatic symptoms, less inappropriate behav- 
ior, and are less often severely underactive 
than the “alone” subjects. They also show 
some tendency toward less perplexity and 
confusion although this difference is not sig- 
nificant at the .05 level. On the other hand, 
the group subjects are more often severely 
elated and show a tendency, though not sig- 
nificant, toward greater suspiciousness, hos- 
tility, and overactivity. The two groups of 
subjects are virtually identical in the frequency 
of feelings of unreality, disturbance of body 
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TABLE 1.—ProportTion or “ALONE” anp “Group” Susyects MANIFESTING GIVEN Symptoms 


Proportion Showing Symptom Prepention Showing Symptom 

Alone Group p* Alone Group p* 

79 31 .001 .38 12 .05 
.33 .54 .08 .38 .02 
Suspiciousness, hostility..................... .35 10 .04 .17 
Disturbance of body image.................. .38 .40 .29 21 
Sensory illusion, hallucination................ 2.54T 1.69 1.75 .05 
Thinking and speech disturbance............. 3.58f 2.62 .001 2.00 1.35 — 
.67 42 10 .29 .04 .01 
Inappropriate behavior...................... 21 .01 12 .15 
Attention impairment....................... .50 .46 .08 15 


* Using chi-square test with Yates correction. 


t Mean number of separate symptoms in this category per man. The mean of the total sample was used as 


the cutting-point. 


TABLE 2.—Psycuiatrist’s DIAGNOsIS OF REACTIONS 
or “ALONE” AND “Group” SUBJECTS 


(BY PERCENTAGE) 
Diagnosis Subjects | Subjects 
Schizophrenic-undifferentiated 12.5 16.7 
Schizophrenic-affective........... 8.3 16.7 


image, inability to carry out, attention impair- 
ment and indifference. 

It might be of interest to consider in more 
detail the grouped symptom categories in 
terms of the individual symptoms which show 
the most striking trends. For sensory illusions, 
this symptom is distortion of size, and occurs 
significantly (.02 level) more often among 
“alone” subjects. 

Thinking and speech disturbances do not 
include any single symptom which significantly 
differentiates “group” from “alone” subjects, 
while only one is to be found among the so- 
matic symptoms. The latter is loss of appetite 
which occurs more frequently (.05 level) 
among “alone”’ subjects. 


The psychiatrist’s rating of severity was an 
attempt to estimate the over-all severity of 


the subject’s reaction without regard to type 
of symptoms or diagnosis. The ratings ranged 
from “minimal” to “severe” on a 6-point 
scale. The mean rating for alone subjects was 
3.6, while the mean rating for group subjects 
was 3.4. This difference does not approach 
significance. 
Diaenosi 

The differences between alone and group 
subjects with regard to symptom formation 
would lead us to expect differences in diagnosis 
between these two classes of subjects. Only 
four diagnostic categories appeared with any 
frequency in the psychiatrist’s ratings although 
a total of twelve were utilized. The four most 
common diagnoses were, in order of frequency, 
schizophrenic-turmoil, schizophrenic-undiffer- 
entiated, schizophrenic-affective and manic. 
The symptom differences in table 1 suggest 
that the first two categories would be applied 
more often to alone subjects and the latter 
two to group subjects. 

Table 2 shows the percentage of alone and 
group subjects falling into each of these 
categories, and supports the above prediction 
save for the schizophrenic-undifferentiated 
category, which shows a more or less equal 
proportion of alone and group subjects. The 
tendency for alone subjects to fall into the 
turmoil category and group subjects to fall 
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into the manic or schizo-affective category is 
significant at the .01 level, using a chi-square 
test. 


DISCUSSION 


There are many possible reasons for. these 
differences between alone and group subjects. 
In the first place, the ‘‘aloneness”’ of the alone 
subject may have considerable emotional 
significance for him. He finds himself in a 
situation in which he has been made different 
from everyone else. He experiences strange 
sensations which no one else is experiencing, 
and the newness of these sensations is often 
frightening. The presence of a cosubject with 
whom the subject can compare symptoms 
provides reassurance that the subject is not 
entirely separate from other people. To be 
different alone is to be crazy or eccentric, but 
to be different together is merely to be 
exclusive. 


When cosubjects are present, it becomes. 


possible for the subject to redefine the experi- 
mental situation with very little subjective 
discomfort. It may be defined as a social situa- 
tion, a party, or a game, and, as long as all 
agree, to define it is to create it. For the isolated 
subject to attempt to define the situation as a 
party might in itself create malaise, in view 
of the obvious unreality of such a redefinition. 
It would seem merely an indication of the 
severity of his reaction. The isolated subject’s 
definition of the situation as an experimental 
task may actually bean important source of 
support since the only alternative to “experi- 
ment” might seem to be actual psychosis. 
Despite these subjective benefits derived 
from group membership in LSD experiments, 
the over-all severity of the psychotic-like 
reaction is not mitigated by such membership. 
Symptoms such as unreality, indifference, 
disturbance of body image and inability to 
catry out—symptoms generally (and perhaps 
for this reason) treated as among the most 
severe of all the symptom manifestations of 
psychosis—are not susceptible to casual and 
unstructured interpersonal influences. 
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The group effect, then, does not counteract 
the impact of LSD but merely modifies it. At’ 
the same time, this effect seems powerful 
enough to warrant more careful consideration 
of the design of future drug experiments since 
it would be possible to arrive at totally dis- 
parate descriptions of the effects of a given 
drug depending upon whether it was admin- 
istered to individuals or to groups. 

Finally, although it is as yet too early to 
speculate about the broader substantive im- 
plications of these findings, one cannot help 
wondering whether similar differences might 
not be found between psychotics on a ward 
and psychotics kept in isolation. This would 
seem to be a fruitful ground for further 
research. 


SUMMARY 

Subjects receiving LSD in groups were 
compared with subjects receiving the drug 
alone and found to have several differences 
in reaction. Group subjects tended to have 
manic or schizo-affective reactions, while alone 
subjects tended to have schizophrenic-turmoil 
reactions. Alone subjects showed more anxiety, 
depression, inappropriate behavior, under- 
activity, sensory illusions and hallucinations, 
thinking and speech disturbances, and somatic 
symptoms, while group subjects showed more 
elation. There were no differences between 
the two groups with regard to the incidence of 
feelings of unreality, disturbance of body 
image, inability to carry out, attention impair- 
ment or indifference, nor were there differences 
in the over-all severity of the reaction. 
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PSYCHOPHARMACOLOGICAL STUDIES ON SUPPRESSION! 
LINCOLN D. CLARK, M.D.? ann HENRY K. BEECHER, M.D; 


I. INTRODUCTION 


Relatively little has been written in the psy- 
chiatric literature about suppression as a psy- 
chological process. Most psychiatrists, in fact, 
think of suppression primarily as a definitional 
concept in distinction to repression. The latter 
has understandably received extensive study 
as a process of critical importance in modern 
concepts of psychopathology. Although it is 
less capable of psychodynamic mischief, sup- 
pression is nevertheless an important ego func- 
tion in its own right. All of us consciously 
inhibit the expression of certain thoughts and 
feelings. The fact that we can be aware of this 
inhibition, that it serves the ego so conven- 
iently, and that its motivation appears ‘so 
obvious to us probably all contribute. to our 
lack of curiosity about suppression. 

One becomes more aware of suppression as 
an ego process when it is directly challenged. 
This occurs in mild form when the patient is 
urged by his psychotherapist to talk freely 
about himself, or when a wife probes for sus- 
’ pected indiscretions in her husband’s behavior 
at a sales managers’ convention. The aware- 
ness is acute when the guilty suspect is inter- 
rogated by the police. The subject then finds 
that the maintenance of suppression requires 
vigilance, an expenditure of psychic energy, 
and usually some defensive maneuvers. Police 
interrogators are actually more familiar, in a 
practical way, with the psychodynamics of 
suppression than most psychiatrists. 

This paper reports a pilot series of experi- 
ments on the effects of drugs on suppression 
in “normal volunteer” subjects. Suppression 
was chosen as an area of study because it is 
more amenable to experimental techniques 
than other more complex psychological func- 
tions. It can be operationally defined for the 
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purposes of a given experiment, and some of 
the intervening variables which affect it can 
be readily controlled. 

The development of ego psychology and of 
theories of personality which emphasize ‘he 
role of interpersonal processes has brought 
increasing sophistication to studies of drugs 
which affect the conscious, adaptive aspects of 
behavior. It has become increasingly apparent 
that the response to a particular drug is deter- 
mined not only by the chemical nature of the 
drug given but by the subject’s personality, 
cultural background, his previous experiences 
in general and with drugs in particular, his 
psychic state at the time the drug is given, 
the experimental setting and his relationship to 
the investigator. These factors may condition 
the drug response whether one is studying an 
obviously complex process such as repression 
or psychomotor measurements such as reaction 
time; their importance in studies of the effects 
of drugs on suppression is apparent from the. 
limited work which has been previously carried 
out in this field. 

For example, there has been sporadic inter- 
est for many years in the possibility of using 
“truth drugs’, particularly scopolamine and 
barbiturates, for criminal investigation. While 
the legal and ethical problems involved have 
limited the use of such methods, the results 
reported have been generally disappointing (1, 
2) The hardened criminal, i.e., one without 
appreciable anxiety, guilt, or unconscious need 
for confession, is often relatively uninfluenced. 
On the other hand, the results with more vul- 
nerable subjects have not been convincingly 
different from those which can be achieved by 
skillful interrogation without drugs. The in- 
fluence of personality and other behavioral 
determinants is apparent not only in response 
to drugs but in any situation where deliberate 
efforts are made to influence behavior. This 
has been illustrated recently by analysis of the 
individual differences involved in the capacity 
of prisoners of war to maintain ego integrity 
in the face of psychological and physiological 
stress imposed by their captors. 
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The nature and extent of suppression will 
ordinarily vary with an individual’s motiva- 
tional set under particular circumstances. This 
“set” is conditioned by the manner in which 
he identifies the informant, the nature of their 
relationship, whether confidence will be kept, 
as well as by the use which might be made of 
the suppressed information. Things would 
ordinarily be suppressed which if revealed to 
certain persons might prove embarrassing, 
legally incriminating, or in other ways directly 
harmful to the informer. Other feelings or 
thoughts might be suppressed for the an- 
ticipated discomfort they would produce in the 
informant and the detrimental effects their 
expression might have on their relationship. 
When an individual is under threatening inter- 
rogation, his ability to identify clearly the 
role of his interrogator and to have consistent 
feelings toward him are particularly necessary 
for marshalling his suppressive forces. A com- 


mon interrogation method involves attempts. 


to disrupt this emotional set by alternating 
“bad” and “good” interrogators—the one 
threatening and hostile, the other. solicitous 
and friendly. | 
Under some circumstances, the release of 
information may be a sufficient ego reward to 
overcome the usual suppressive forces, e.g., 
confessions to relieve guilt, or as in the case 
of prisoners of war, the motivation supporting 
suppression can be displaced by threats, brib- 
ery or other forms of psychological pressure. 
IT. PurPosE 
The purpose of the studies to be reported 
was to determine what influence, if any, dif- 


ferent drugs which affect central nervous sys- 
tem function might have upon the capacity of 


subjects to suppress certain information. The - 


experiments were designed, in so far as was 


| possible, to isolate the effects of the drugs as 


the experimental variable from other inter- 
vening variables which might influence the 
behavior of the subjects. 

It would have been so difficult to recreate 
experimentally the circumstances under which 
Suppression would ordinarily ‘occur in the var- 
lous subjects that no apologies will be made for 
the artificiality of the experimental design 
employed. The findings reported will of course 
be valid only for the particular circumstances 
of these studies. 


III. SuBJEcTs 


Twenty, paid, volunteer male college stu- 
dents over the age of twenty-one participated 
in the experiments. Their assigned role was to 
withhold certain information from the investi- 
gator despite his use of drugs which would 
alter their mental state. Because of possible 
individual differences in drug response, several 
trials were carried out on different subjects 
with each drug or drug combination. Their 
capacity to withhold such information appears 
to have been motivated in a variety of ways. 
First, desire for monetary compensation by 
being an experimental subject and concern 
that they might not be used again as a subject 
should their suppression fail. Second, assump- 
tions made by them that the experimental 
procedure was important and therefore de- 
serving their full cooperation. Third, some of 
the subjects appeared to take pride in their 
integrity or “‘will power” and regarded the 
experiment as an ego-challenging situation. In 
fact, this latter source of gratification appears 
to have been a strong selective factor among 
those who volunteered for the experiments. 


IV. BASELINE EVALUATION 


A medical history and physical examination 
were carried out on each subject to detect phys- 
ical conditions which might increase the risks 
of drug administration. A clinical psychiatric 
interview was also done in an effort to char- 
acterize the personality structure of the subject 
and to exclude those who might be poor risks 
from a psychiatric standpoint. Routine psy- 
chological testing was done. This consisted of 
a Rorschach Test, Thematic Apperception 
Test, and the personality factor test of Cattell. 
These data were to be subsequently utilized 
for correlation of personality structure with 
the character of the drug-induced changes in 
mental state and the success or failure of sup- 
pression in the experimental setting. 


V. METHODS 


The subjects were instructed to suppress 
from the interviewer during the experimental 
period the following types of information: 

A. Two items of amnestic data unknown to 
the interviewer (e.g., birthplace, father or 
mother’s name, wife’s name, etc.). These were 
chosen by the subject and recorded on a piece 
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of paper retained by a technician until the end 
of the experiment. + 

B. An “éxperimental secret’”’ invented by a 
technician and unknown to the interviewer. 
The ‘secrets’? were devised to bear resem- 
blance to those which might be involved in 
military intelligence. 

C. The “true story” for which the “cover 
story” was substituted. This phase of the ex- 
periment utilized the cover story technique 
described by Redlich ef al. (3). In brief, this 
technique consists of having the subject record 
an episode from his life which he regards as 
particularly humiliating, culpable, guilt-laden, 
etc. He then devises an “alibi” or “cover story” 
to substitute for the true incident. The “cover 
story” while bearing a resemblance to the true 
story has been changed in such a way as to 
exonerate the subject by distortion, rationaliza- 
tion, etc. Both stories were written down by 
the subject, the true version being given to the 
technician, the cover story to the interrogator. 

The amnestic items were drawn from the 
pool of commonplace, personal information 
which the subject would not ordinarily sup- 
press. The “experimental secret” represented 
an artificial, recently memorized bit of informa- 
tion which could not be presumed to be of 
much importance to the subject except for its 
fanciful resemblance to a military secret. To 
contrast with these rather neutral areas, the 
“cover story” technique was used because the 
material suppressed might be sufficiently af- 
fect-laden to be of real ego concern to the su 
ject. 

The subjects were studied individually in 
sessions which were of 4 to 8 hours’ duration, 
depending upon the quantity of drugs given. 
The experimental setting was identical on all 
occasions. The interviewer administered the 
drugs. To avoid frequent vein-puncture, the 
intravenous drugs were injected into the tubing 
of an intravenous set through which was given 
a slow infusion of normal saline or 5 per cent 
dextrose and water. The subjects were not 
aware of the nature of the drugs given nor, on 
some occasions, when the drug had been ad- 
ministered. Observations on the behavior of the 
subject and interviewer were made at 5 to 10- 
minute intervals by a technician looking 
through a one-way vision mirror. Continuous 


tape recordings from a concealed microphone 


were made of all communications between the 
subject and interviewer, as well as of spon- 
taneous verbal productions of the subject. 
The interviewer remained in the role of the 
physician-investigator. Persistent but friendly 
efforts were made to elicit the suppressed infor- 
mation. The subject was asked to repeat the 
“cover” story at intervals during control and 
drug periods, and deviations from the original 
phraseology and content of the story were 
noted. The questioning was done in a stand- 
ardized manner. Trick questions, threats, or 
cross-examination methods were not used. 
At the end of each experiment the subject 
was asked to reveal the suppressed material, 
and the content was checked with the original 
version held by the technician. This was done 
to exclude the possibility that failure to com- 
municate had been secondary to forgetting 
Information was defined as suppressed if it was 
not revealed upon specific inquiry during the 


experimental situation but could be com- 


municated under other circumstances. 


VI. Drucs ADMINISTERED 


A variety of hypnotic, narcotic, analeptic, 
and hallucinogenic drugs was used. Each drug 
was studied alone and in combination with 
other drugs. Most of them were given intra- 
venously to produce greater rapidity of action. 
The larger amounts of drugs were given in 
divided doses. The subjects were under con- 
stant observation, and when large doses of 
narcotic or hypnotic drugs were given, an an- 
esthetist was on hand with equipment for 
resuscitation and oxygen administration. It 
will be evident from the experiments outlined 
below that some of the drugs were given in 
excessively high dosages and that some of the 
drug combinations had no rational justifica- 
tion. Actually, they were given on a purely 
empirical basis with the objective of producing 


_ Maximum disruptive effects upon ego integra- 
tion and alteration in awareness. However, 


in terms of the objectives of the study, it was 
not feasible to induce such severe impairment 
that the subjects could no longer communicate 
or respond to questions. 

A. Eight experiments were carried out on 
the effects of intravenous thiopental in doses 
of 0.5 to 1.0 gm. On three occasions the subjects 
were pre-medicated with atropine (0.4 mg.) 
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and the rate of injection increased until loss of 
consciousness occurred. The subjects were in- 
terrogated before and at all stages of recovery 
from the state of general anesthesia thus in- 
duced. In seven of these experiments the thio- 
pental-intoxicated subjects were studied after 
intravenous administration of 20 mg. amphet- 
amine (5 experiments) or 10 mg. methamphet- 
amine (2 experiments). 

B. Two subjects were given intravenous 
sodium amobarbital in doses of 0.5 and 0.7 gm. 
This was followed by 20 mg. amphetamine 
intravenously on both occasions. 

C. Three subjects were given 100 to 120 cc. 
95 per cent ethyl alcohol (intravenously in 5 
per cent solution with dextrose and water). A 
state of severe alcoholic intoxication was in- 
duced by rapid administration. In addition, 
one subject was given 0.2 gm. thiopental intra- 
venously while intoxicated and another 20 mg. 
amphetamine intravenously. 

D. Five subjects were given scopolamine 
hydrobromide intravenously in doses from 0.3 
to 0.6 mg. During scopolamine intoxication 
the effects of 0.25 gm. pentobarbital sodium 
intravenously (1 experiment), 0.5 gm. thio- 
pental intravenously followed by 10 mg. 
methamphetamine intravenously (1 experi- 
ment), and 0.6 and 0.4 gm. thiopental (2 exper- 
iments) were also studied. 

E. In twoexperiments, morphine andscopol- 
amine were given intravenously at the same 
time. The doses were 30°'mg. morphine with 
0.3 mg. scopolamine-and 19 mg. morphine with 
0.7 mg. scopolamine. During the morphine- 
scopolamine intoxication one subject was given 
60 mg. pentobarbital and the other 10 mg. 
amphetamine sulfate. 

F. The effects of divided doses of intra- 
venous morphine in total quantity varying 
from 28 to 48 mg. were studied in four experi- 
ments. Five mg. amphetamine intravenously 
(1 experiment), 20 mg. amphetamine intra- 
venously (1 experiment), 20 mg. amphetamine 
and 0.4 mg. atropine intravenously (1 experi- 
ment) and 0.5 gm. caffeine sodium benzoate 
intramuscularly (1 experiment) were later 
given to the morphine-intoxicated subjects. 

G. The effects of 60 mg. of amphetamine 
intravenously in divided dosages were studied 
in one subject. He was then given 0.5 gm. thio- 


pental intravenously while under stimulation 
with this large amount of amphetamine. 

H. Five experiments were concerned with 
the effects of 0.2 to 0.6 gm. mescaline sulfate 
p.o. The effects of the addition of 10 mg. 
amphetamine i.v. (1 experiment), 0.4 gm. 
sodium amobarbital i.v. (1 experiment), 0.4 
gm. thiopental i.v. (1 experiment) and 0.4 mg. 
scopolamine hydrobromide i.v. (1 experiment) 
to the mescaline-intoxicated subject were also 
studied. 


VII. REsuLts 


. The drugs and combinations of drugs used 
in these experiments were given in such large 
amounts that they produced grossly abnormal 
states of mind. At various times, subjects be- 
came semicomatose, mildly delirious, panicky, 
markedly loquacious, euphoric, or underwent 
transient dissociative reactions; yet, curiously, 
at no time was there sufficient ego impairment 
that they were unable to identify the signifi- 
cance of questions about the suppressed in- 
formation and avoid answering them in re- 
sponse to direct questioning. As long as they 
remained in auditory contact with .the inter- 
rogator, they consistently refused to reveal the 
suppressed items. 

The “experimental secret” was not given up 
by any of the subjects. Similarly, none of them 
revealed the suppressed items of amnestic data 
in response to specific questioning. However, 
on two occasions the names of close relatives 
being used as suppressed information were 
revealed, apparently as slips of the tongue, in 
the course of spontaneous, dissociative 
ramblings while severely intoxicated with 
scopolamine and thiopental in combination. 

The findings with the “cover story” tech- 
nique were essentially those of Redlich e¢ al. 
Under thiopental narcosis, two subjects pro- 
duced significant variations in the cover story 
which betrayed the content of the true story. 
These individuals were of a more neurotic 
character pattern than the other subjects, and 
their true stories centered on problems of un- 
resolved guilt. However, the remaining sub- 
jects, if they were able to talk at all coherently, 
reproduced the cover stories with remarkable 
fidelity to the original version. 

Some observations on the general psycho- 
logical effects of these drugs deserve mention. 
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A. More success was achieved with thio- 
pental than with amobarbital in maintaining a 
prolonged “Stage II” narcosis. The prompt 
action and usually rapid elimination of the 
former drug make possible more precise control 
of the degree of intoxication. 

The experience with intravenous barbi- 
turates essentially confirms previous work with 
these drugs, in that they i mild eupho- 
ria, increased warmth in affect ties with 
others, talkativeness, and in i cases, in- 
creased emotional expression. However, despite 
their known depressant effect on cortical 
activity, these drugs did not grossly impair 
intellectual functions such as memory, judg- 
ment, and control of associative processes as 
they were tested in the experimental situation. 
A definite abreaction occurred in only one 
subject. 

B. The barbiturate drowsiness was in all 
cases promptly reversed by amphetamine, 
producing an alert, loquacious, euphoric sub- 
ject. However, the dizziness and motor inco- 
ordination secondary; to the barbiturate did 
not appear significantly affected by ampheta- 
mine. Methamphetamine was as effective as 
- amphetamine as an analeptic under these 
circumstances buf appeared to produce more 
motor restlessness and loquacity than amphet- 
amine. 

C. Intravenous alcohol produced a lesser 
degree of euphoria and talkativeness than the 
barbiturates and in the doses given produced 
no noticeable effects upon the intellectual func- 
tions under investigation. Pentobarbital or 
thiopental when added to the alcohol intoxica- 
tion produced nothing more than an increase in 
drowsiness. 

D. In mild intoxication with intravenous 
scopolamine, there occurred drowsiness, slight 
euphoria, and undertalkativeness. With larger 
dosage there was overwhelming drowsiness, 
motor restlessness, severe impairment of recent 
memory, inability to maintain sequential 
thought, incoherence of speech, and vivid, 
hypnagogic phantasies (verging on hallucina- 
tions). The clinical picture resembled a mild 
toxic delirium. The subjects talked aloud to 
imaginary individuals and suffered momentary 
loss of orientation. Ability to reproduce the 
cover story was impaired because of the recent 
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memory deficit and the intrusion of irrelevant 
associations. However, the subjects were able 
to maintain the essential points of the cover 
story as a screen for the true story. 

There were two other features of the scopol- 
amine experiments which were of some interest, 
First, amphetamine had little analeptic effect 
on scopolamine drowsiness in contrast ({o its 
dramatic effect when given after barbiturates, 
Secondly, scopolamine, when given before 
thiopental, seemed to decrease or elimina ‘e the 
euphoria and loquaciousness usually evident 
in the excitement stage of barbiturate intoxica- 
tion. 

E. Amphetamine and metamphetamine 
while producing considerable talkativeness did 
not impair the ability of the subjects to avoid 
revealing the suppressed information. Despite 
their high verbal productivity, they retained 
good control of the content communicated. 

F. Morphine produced drowsiness, under. 
activity, and occasionally agreeable reveries 
but no loss of ego control as far as suppression 
was concerned. The results were essentially the 
same when morphine and scopolamine were 
given together. A transient panic reaction 
occurred in one subject when given ampheta- 
mine during morphine narcosis. The ampheta- 
mine appears to have produced in him an in- 
pulse to act out erotic phantasies he had been 
comfortably enjoying under morphine so long 
as such executive drives were in abeyance. 


VIII. Summary 


A. A brief discussion has been given of sup- 
pression as an ego function, and its advantages 
as a process for experimental investigation 
have been emphasized. 

B. An experimental design for studying the 
effects of drugs on capacity for suppression in 
“normal volunteer” subjects has been de- 
scribed. 

C. The effects on three types of suppressed 


- information of large amounts of hypnotic, 


narcotic, analeptic, and hallucinogenic drugs, 
given alone and in combination, have been re- 
ported. The drugs were given empirically to 
produce maximum disruptive effects on ego 
function and alteration in awareness. 

D. With the exception of two instances a 
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“slips of the tongue” which have been men- 
tioned, the subjects demonstrated, under the 
experimental conditions described, impressive 
ego integrity in so far as maintenance of sup- 
pression was concerned. Despite grossly ab- 
normal mental states induced by the drugs, 
they vigilantly guarded the suppressed in- 
formation. Suppression as an ego function 
appears to be quite resistant to the forms of 
drug intoxication used. 
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THE arrace OF DIVERGENT VIEWPOINTS IN ANALYTICAL 
PSYCHOTHERAPY TRAINING! 


CLIFFORD J. SAGER, M.D: 


Training in analytical psychotherapy and 
psychoanalysis since their inception has been 
handicapped by the fact that most training 
centers require their instructors to adhere to 
one theoretical system and frame of reference. 

The existence of so many differing dogmas 
and viewpoints concerning theories of psycho- 
dynamics and psychopathology which are 
taught as scientific truths indicates that 
probably no single one has all the answers. The 
acceptance of just one theoretical approach in 
most training schools and the exclusion of all 
others is a block to open investigation and 
the development of broad scientific interests on 
the part of its students. Alexander (2) recently 
emphasized this aspect when writing about 
analytical training; “...the insistence upon 
uniformity is a lethal enemy of all scientific 
progress, which lives on differences in ideas 
and conceptions...science must not only 
tolerate but encourage criticism and diversity 
of ideas.”’ 

Balint (3) in his frank and thought provok- 
ing discussion of analytical training brought 
out the similarity between psychoanalytical 
training and initiation rites with the resultant 
identification of the neophyte with his initiator, 
as he submits “‘to dogmatic and authoritative 
treatment without protest.” 

The many schisms in the field of analysis— 
which have almost all centered on who may 
teach what—have seriously interfered with 
progress in the field. Some schools of thought 
minimize the findings of those of other schools 
while at the same time claiming that the 
significant contributions of these others are 
incorporated into their own system. 

Kubie (7) states: “Consequently (the risk of 
becoming too tradition-bound in theory and 
technique) the organization which was formed 
to preserve standards led to the splitting off of 
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some rebellious groups, amid accusations that - 


the Training Commission was stifling free 
scientific thought...In the main, whatever 
was valid in these rebellions was absorbed into 


the theories and techniqueg of the parent 
group.” 
Such a seemingly open poih#of view is often 


propounded, but it is questionable whether it 
works out well in practice. The authoritarian 
system that utilizes such an approach is not 
usually open to scientific methodology and 
freedom of inquiry. More often the result is 
that the essential body of theory and technique 
of the group become inviolate, its elders being 
unable to tolerate any contribution that is not 
consistent with its basic dogma. There comes 
to my mind an analogy to Joan of Arc whose 
heresy was that God’s heavenly representa- 
tives could not have talked with her directly 
but that only the organized Church could 
speak for God. Thus, the perpetuation of the 
Church itself was the paramount consideration. 
The Church, 25 years after her death, reversed 
the decision of Joan’s guilt and 400 years later 
canonized her. Today some scientists talk of 
the excommunication of those who differ, and 
of the valid ideas in these “rebellions’’ later 


being absorbed into the “parent” group. True, — 


the rebellions centered around strong _per- 
sonalities, but who else would dare to chal- 
lenge the theories of the “parent” body? How 
much more might we have gained by now if the 
scientific atmosphere of our psychoanalytic 
societies had been such as to allow these 
personalities to teach and work together. 

A few notable exceptions fortunately do 
exist (5), but the effects of their approach have 
not yet been reported. The emergence this year 
of a new national psychoanalytic society that 
welcomes graduates of all psychoanalytic 
training schools is a notable step in the direc- 
tion of increased scientific freedom and ex- 
c 
At the Postgraduate Center for Psycho- 
therapy, we have sought to demonstrate that 
it is possible for psychoanalysts and therapists 
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of various schools of thought to work together. 
They work cooperatively from faculty and 
administrative level to student level. Many 
problems do, of course, arise and will continue 
to develop. Some of these problems have been 
worked out, others will have to be coped with 
for some time. The staff is united in the con- 
viction that therapists in a training, research 
and service center should have the profes- 
sional integrity and maturity to be able to 
work together. Problems that cannot be 
resolved can be controlled by an adult give and 
take, so that destructive actions by groups or 
individuals are kept to a minimum. 

The faculty and supervisors are drawn from 
most of the major psychoanalytic schools of 
thought. Unfortunately, in the past few years 
we have lost some excellent instructors and 
supervisors because their “parent” analytic 
society has forbidden them to teach except in 
training centers under the aegis of the “parent” 
group. We have missed these colleagues, but 
believe that they and their society have lost 
too by not being able to work cooperatively 
with others of differing theoretical points of 
view. Others with the same orientation, how- 
ever, are represented on our staff. 

Our ability to function effectively is based on 
the maintenance of academic freedom in an 
atmosphere of open discussion and free ex- 
pression of differing theoretical and technical 
viewpoints. A continuous effort is made to 
keep such discussions centered on facts, not 
personalities, and to respect each others integ- 
rity and sincerity. It behooves us to be 
humble because our knowledge is still frag- 
mentary and our technical tools relatively 
undeveloped in relation to the vast problems 
that confront us therapeutically and pro- 
phylacticly. 


PROGRAM 


Training consists of personal psychoanalysis, 
extensive clinical work under supervision, 
didatic courses and clinical seminars, and 
participation in a community and a research 
project. The Center’s criteria for considering 
and accepting trainees have been described 
elsewhere, as have also details of the training 
program (1, 9, 10). I shall deal here only with 
some questions relevant to the utilization of 
different schools of thought in our curriculum. 


There are certain basic concepts that are 
common to our faculty. We accept the validity 
of the concept of unconscious forces, the 
operation of mechanisms of defense, and the 
effects of resistance and transference as potent 
forces in the therapeutic process, and the 
need to employ techniques of dream interpreta- 
tion, free association and the analysis of 
transference and resistance as important tools 
in broadening the patient’s areas of awareness 
and of developing his insight as a vehicle of 
significant personality change. 

The new student, who has already started 
his personal analysis with an analyst of any 
theoretical orientation of his own choice, is im- 
mediately exposed to differing points of view 
in classes and seminars. At first he has only 
one supervisor assigned without regard to 
whether the supervisor’s orientation is or is not 
similar to that of the trainee’s analyst. During 
the course of his training the student will have 
at least four (the average is five) supervisors. 
Care is taken to see to it that his supervisors 
have been representative of at least two or 
three important points of view. Training 
takes a minimum of three years but usually 
lasts four or five years. 

Experience has demonstrated that if faculty 
members are to be effective, they should teach 
what they themselves believe, albeit without 
pressing their point of view dogmatically and 
with allowing the expression of differing points 
of view. The dogmatic, authoritarian instructor 
has found subsequently that he creates much 
hostility in his class, as evidenced by a lack of 
spoptaneity and liveliness in discussion or by 
constant challenging of his ideas. 

Instructors of the first year classes, especially 
in the clinical conferences, are particularly 
flexible in their own approaches and sensitive 
to the problems and needs of the students. 
Like the individual supervisor they help to 
bridge the gap between the differing viewpoints 
and techniques to which the beginning 
therapist is exposed. The students, for their 
part, try to learn from what each particular 
instructor has to offer. 

In addition to teaching technical handling 
and uniting theory and practice, supervisors 
concentrate on helping the trainee to compre- 
hend the latent content of the patient’s pro- 
ductions. They work towards the development 
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of the trainee’s sensitivity to and understand- 
ing of his patients, and strive to give him tech- 
nical tools with which to convert his under- 
standing into therapeutic skills. Students are 
encouraged to broaden their horizons so that 
they may be freer to think originally and 
creatively. They are urged to hypothesize and 
to test. To do this and to pass on to the student 
the heritage and accumulated knowledge of 
the field is indeed a difficult task. 


EFFECT ON TRAINEES 


Naturally, some students are confused by 
the various theoretical and technical views to 
which they are exposed. Their supervisors are 
prepared to meet this situation by helping to 
guide the trainee through the hazards of early 
therapy, until he gradually gains the knowledge 
and experience to develop and test his own 
theoretical convictions and techniques. 

Most trainees are reasonably mature and 
find this system to their liking. Those who tend 
to be confused and overly anxious usually have 
personality problems that are reflected in other 
areas. For instance, they may be inclined to- 
wards characterologic rigidity (4) and obses- 
siveness. Some temporarily solve their dilemma 
by identifying and taking over what they be- 
lieve to be their own analyst’s orientation or 
that of one particular supe r. They may 
follow through on a set orientation to which 
they have already married themselves prior to 
coming to the Center for further training. 
Partly due to a desire to be approved by their 
supervisors and the committee that finally 
passes on their clinical work, and partly “be- 
cause of dependency, some prematurely adopt 
a particular, well-established orientation of one 
of the standardized schools. Occasionally, a 
student may do this as a reaction to the Cen- 
ter’s approach, feeling that he is more comfort- 
able with one particular point of view. Such 
students usually change and loosen in their 
attitudes as they become more secure. For a 
time they may be unaware of how they have 
integrated theoretical and technical ideas from 
the various schools of thought to which they 
had been exposed. But eventually they can 
more readily appreciate what they have_ab- 
sorbed from various sources. 

We have observed that many trainees tend 


to be uneasy during the first year. They feel 


themselves to be on uncertain ground, com- 
plaining that they have no detailed plan sup- 
plied to them that they may follow. Some are 
blissfully cocky, unaware, at first, of their in- 
adequacies 


By the second year students have usually 
accepted the fact that there are few final an- 
swers in this field, and that our frontiers of 
knowledge are fluid and ever expanding. They 
become cautious about accepting complete 
systems that explain all, and are learning to 
test hypotheses and theories against their own 
clinical observations. By the third year they 
have begun to integrate what they have been 
taught with their own experience and have 
begun to arrive at their own theoretical and 
technical approach. Some take much longer 
to begin the process of integration, which once 
begun continues indefinitely. 

The problem of conflicting ideologies, at 
least on a reality level, is eased for the student 
because there is no insistence on his adopting 
the supervisor’s philosophy and methodology. 
Gradually the student finds a method of work- 
ing and thinking with which he is most at ease. 

Working in this milieu, the student learns to 
consider and to respect the views of others. He 
cannot live together for several years with his 
classmates and colleagues without being 
affected by their ideas and contributions. He 
ends up finding much less need to be protec- 
tively dogmatic and defensive than when he 
had begun training. 

Although we know our graduates to be quite 
flexible doctrinaire-wise, most do develop a 
noticeable tendency (rather than strict adher- 
ence) to one or another point of view. Factors 
of personality appear to be influential in the 
choice of the therdpist’s major orientation. The 
determination of theoretical bias is influenced 
somewhat by his own analyst (the choice of 
whom was often based on already set notions 
or personality needs) and his supervisors. How- 
ever, the more rigid personality tends to drift 
towards a theoretical orientation that offers 
him a more structured framework. At the other 
end of the spectrum is the rare individual who 
finds it difficult to accept any authority and 
who tends to go overboard on a supposed eclec- 
tic or totally original approach, accepting no 
allegiance or offering no gratefulness to any 
predecessor or peer. Some, continuing to have 
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difficulty with their own emotional spontaneity 
or finding it hard to accept their patients’ emo- 
tions, will drift towards theoretical and techni- 
cal positions with which they feel more com- 
fortable. Those who are disillusioned and bitter 
about the seemingly hopeless messes mankind 
gets itself into may drift towards an existen- 
tialist philosophical point of view that leads to 
still another therapeutic orientation. And so it 
goes. Until we can arrive at a greater under- 
standing of the laws of human behavior and 
psychopathology, personality factors rather 
than science will continue to overdetermine 
the choice of theoretical position. ; 

It is because of these emotional and charac- 
terological factors in the selection of theory and 
technique that many analysts tend to become 
so upset at their ultimate recognition that they 
are defending a hypothesis, not a scientifically 
proven fact. 

Interestingly enough, we have observed that 
theoretical differences between student and 
supervisor do not make for serious interference 
with the learning process. The supervisor’s 
personality appears to be much more important 
in this matter than his particular orientation. 
The supervisor who knows how to work in a 
mature understanding way is able to teach 
more effectively than one who arouses defen- 
siveness and hostility. This was nicely demon- 
strated in a recent supervisors study group 
(4) when one supervisor submitted a case of 
his own for supervision to a group of his peers. 
He then noted his emotional reactions to each 
supervisor and what he had learned from the 
comments of each. One supervisor mobilized 
his anxiety which led him to be defensive. The 
comments of two others he “forgot.” The 
supervisors he liked and appreciated were most 
helpful to him. Analysis of his reactions re- 
vealed that he was prepared to learn from 
those who did not threaten him, who under- 
stood his anxiety and appreciated the efforts 
he was making with the patient. | 

A student may attempt to play one super- 
visor off against another or against his own 
analyst. He may collect opinions on a particu- 
lar problem or case and then burst out with: 
“One says this, one says that. What in the 
world am I supposed to do?” The faculty is 
alert to this type of problem and has learned to 


cope with it by not reacting competitively with 
other faculty members but by working with 
the essential material the therapist presents. 

In some cases the problem of playing super- 
visors off against one another has produced 
misunderstandings between supervisors. When 
this occurs, the causative factor has usually 
been other than the different theoretical or 
technical viewpoints involved. 

For example, a determining factor has often 
been some psychological need of the student. 
On a rare occasion the student’s dilemma has 
been reality-based, due to the actions or atti- 
tudes of one or another of his supervisors. 
Most situations of this kind are readily worked 
out by the supervisors’ conferring with one 
another. Occasionally they have requested the 
department head to discuss the problem with 
them and have been able to arrive at a satis- 
factory conclusion with mutual gaining of in- 
sight. 

In meetings and in other spheres of the Cen- 
ter we concentrate on maintaining and expand- 
ing our means of communication. We have 
found that the best means of getting down to 
brass tacks is to discuss case material. It is in 
terms of case material that we best bring forth 
our ideas so that they become comprehensible 
to others. Similarities and differences in think- 
ing and techniques then become readily appar- 
ent. Improved communication, as we so well 
know in our field, is the only means by which 
we can work towards a common understanding 
and frustrate destructive personal reactions. 

Students are encouraged and urged to try 
the different approaches to which they are 
exposed. The acceptance of differences makes 
it relatively easy for our students and gradu- 
ates to express their own ideas and observa- 
tions. This encourages excellent professional 
productivity in contradistinction to the 
inhibition of scientific productivity of the 
younger members of some psychoanalytic 
groups, such as was recently described by 
Martin (8). Martin credited his younger col- 
leagues difficulties to an unresolved castration 
threat. For some this is possibly true; for 
others the inhibition may be connected with 
realistic “castration” threats in the profes- 
sional setting in which they aspire to be 
accepted. 
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EFFECT ON SUPERVISORS AND FACULTY 


The supervisors, who compose the major 
part of the faculty, meet at weekly conferences 
to discuss problems of supervision, training 
and administration. Over a period of eight 
years this group has worked out a common 
understanding and language. Disagreements 
still exist, of course, and probably will for the 
foreseeable future. Most differences are dis- 
cussed quite openly and freely and do not 
slowly smolder only to burst out into sudden 
explosion. 

At first members of the supervisory group 
were reluctant to expose themselves to their 
peers. The ice was broken by the head of the 
department presenting for discussion a case of 
his own. Since that time many methods of 
exploration of our problems have been em- 
ployed. They have included presentations by 
various supervisors of cases of their own for 
the group to “supervise”. This has had the 
two fold effect of bringing to light our specific 
ideas about therapy as well as our methods of 
supervision. At other times a student or staff 
member has presented to the group and then 
left the room while each supervisor discussed 
how and why he would supervise that particu- 
lar therapist. Supervisory sessions also have 
been presented for discussion and criticism. 
Material from these sessions has then.been 
used as the basis for discussion to determine 
our common ground and differences. At other 
times, the supervisory group has been divided 
into smaller committees to study various 
aspects of supervision, training and therapy. 
The supervisors have worked together to 
establish criteria for evaluation of progress in 
training, as well as to study the philosophy, 
theory and methodology of supervision. 

Those who supervise the same therapist are 
encouraged to consult each other, particularly 
when their evaluations indicate discrepancies 
regarding the progress or ability of the super- 
visee. These consultations are very rewarding 
and beneficial to the students. The difference 
in evaluations is often discovered to be due to 
transference factors revealed in presentations 
to one supervisor and not revealed in presenta- 
tion to another. This may be secondary to the 
therapist’s transference reactions to the partic- 
ular supervisor, or to the particular patient. 
Some students who have done well with a 
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supervisor of one sex have revealed residual 
problems when having to work with a super- 
visor of the alternate sex. As a result, we have 
learned the wisdom of making sure that each 
student has worked with female as well as 
male supervisors and that he has had intensive 
supervision of a varied caseload. We jokingly 
refer to the transference a trainee may have to 
his supervisor as the “super-transference”’ and 
the emotional reactions of the latter to the 
former as the “super-countertransference.” 
The “super-countertransference” is a very 
real entity that requires greater investigation 
and study. 

Supervisors, as Grotjohn (6) and Balint (3) 
have pointed out, are in an excellent position to 
indoctrinate and to impose their viewpoints on 
students who are dependent, or who feel they 
have to please in order to pass. Although as 
supervisors we like to see our thinking accepted 
and taken up by the students, we are aware 
that we render ourselves and our students a 
greater service when our emphasis is on helping 
the latter to develop their own understanding 
and way of working. We do, of course, teach 
them our own approach and thinking, but 
offer it for their consideration as a step toward 
integration with their other knowledge. The 
greatest satisfaction comes from observing how 
a young therapist grows and develops matur- 
ity, utilizing his own creativity to the fullest 
possible extent. 

The effect on the supervisors of these work- 
ing arrangements is salutary just as it is for 
the students. Supervisors have had to open 
their minds as they worked with colleagues 
just as learned as themselves, but who have 
different convictions. Those faculty members 
who have tended to hide behind the authority 
of their positions find that this is not possible 
with students who have a respectful but not 
fearful attitude toward those in authority. 
They have learned that they have to change 
and to consider the supervisory relationship 
as a cooperative procedure. 

As a result of the over-all attitude and spirit 
of the Center, the development of individual 
disciples and of partisan groupings is minimal. 
We would consider a disciple-master relation- 
ship between a student and a faculty member 
to be an evidence of pathology on the part of 
one or the other, or possibly both. 
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Those of similar orientation have not 
grouped together to proselytize by the sword. 


Internecine warfare along theoretical lines has — 


not evolved, largely because it is rare that one 
is forced to be defensive of his own position. 
Interestingly enough, many fast friendships 
have been developed among those who have 
disagreed most vehemently theoretically. 

Many supervisors have found shifts taking 
place in their own theories and practices. Most 
have found a broadening and deepening of 
their own work as new facets of knowledge 
have appeared as a result of their contact with 
students and colleagues. 

The supervisors, while maintaining their 
individual positions, have been working to- 
wards~a common understanding. We have 
found, for example, that many supposed differ- 
ences really non-existent, once semantic 
and personality factors have been clarified. 
This leaves only a small core of genuine differ- 
ences in theory and the interpretation of vari- 
ous phenomena. As time goes on we have 
compressed this core even further. We are not 
consciously attempting to work out a new 
theory that would be binding for all; we are 
not even attempting to construct an eclectic 
theory as such. For the faculty or administra- 
tion to attempt this would lead to a poor com- 
promise with which no one could be satisfied. 
It is preferable to continue to agree or disagree, 
as it may occur, and to continue to discuss 
while ever broadening our areas of agreement 
and more’clearly delineating our differences. 

As mentioned earlier, we assume that a good 
therapist must be sensitive to and understand 
the latent content of his patient’s communica- 
tions. The supervisors, through their weekly 
meetings, have reached considerable agreement 
on recognizing what is the significant latent 
content in the patient’s associations, dreams 
or behavior in relation to the therapist or 


others. How we dynamically describe what we 


all recognize, or how we may deal with it, are 
among the areas in which there is not una- 
nimity. 

Supervisors generally agree on evaluations 
of students, probably because of this accord on 
the student’s understanding and awareness of 
latent content. If the student is able to handle 
the therapeutic situation in a way that is con- 
sistent with the latent content and his own 


theoretical position, we can then assume that 
he knows what he is doing and why. His 
therapy, flexible but planned, should broaden 
the patient’s consciousness and change his func- 
tioning in keeping with the patient’s best 
interests. 

The administration does not utilize the 
student’s analyst in evaluation. We believe 
that the authority of the training school should 
enter as little as possible into the student’s own 
analysis. Consistent with this and our other 
principles, the student may choose his analyst 
from our own supervisory staff, or from any 
analytical society that meets the objective cri- 
teria of training and experience established by 
the Center. We do not feel that analysis should 
be used for indoctrination, or that a therapist 
must remain in analysis or return to analysis 
if he does not accept a particular set of theories, 
We agree with Alexander (2) that progress in 
analysis and training is best judged by the 
supervisor’s appraisal of work with patients. 
Successful personal analysis is evidenced in an 
ability to work in a sensitive, flexible manner, 
with freedom from countertransference that 
hampers therapy with others. When counter- 
transference manifestations are brought to 
light in supervision, the healthy therapist is 
able to correct his own reactions and to avoid 
repeating them. Thus, supervision checks on 
the analysis and makes it unnecessary for the 
training institution to complicate the trainee’s 
therapeutic relationship with his analyst—a 
serious problem that has been recognized by 
most training centers. 

Those who have joined our faculty have 
done so voluntarily. This has provided a 
natural type of selection of those who profess 
a desire to work in this kind of setting. All 
supervisors have changed to some extent 
through the experiences they have had at the 
Center. I am aware of only one supervisor who 
was not able to tolerate sufficiently other view- 
points so that he could feel comfortable with 
us. He left the staff, feeling that our lack of 
teaching “‘just one theory”’ led to superficial- 
ity of theory and therapy. Someone else, in a 
private discussion, recently expressed a similar 
idea, saying, in effect, that one must learn a 
single system completely and thoroughly before 
one ventures off into other possible theories. 
(Kubie (7) makes this point too.) I wondered at 
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that time how many actually do go off to study 
seriously other approaches once they have been 
thoroughly indoctrinated in only one. I fear 
that the mind is open and receptive only before 
the catechism has been drilled in, vested inter- 
ests established, and neurotic dependence on 
the professional “parent” and “family” rein- 
forced by the reality of group acceptance and 
the economics of earning a livelihood. After 
full training and indoctrination has taken 
place, it takes an extraordinary individual to 
accept and assert his own thinking when it 
means challenging his authorities. 

Is it not more consistent with good peda- 
gogical and scientific principles to teach a 
student all known knowledge and theory in his 
field and then to allow him to arrive at his own 
conclusions without the pressure of having to 
conform in order to be accepted and to achieve 
status? 

Some, perhaps, confuse depth of therapy 
with acceptance of dogma. A therapist who is 
equipped to adapt his techniques and working 
hypotheses to what he finds in his patients, and 
who is prepared to examine and to reflect on 
his patients from many avenues is hardly more 
superficial than one who approaches them 
from only one “royal” road. Regardless of 
theory, the final evaluation must be on the 
basis of the results of therapy which can be 
judged only in terms of the totality of the 
activities and relationships of the patient. To 
date the few studies made in this area indicate 
that therapists of one school of thought achieve 
no better or worse results than those utilizing 
other theories. 

This controversy of theoretical positions 
reminds me of the many “cures” and treat- 
ments for pneumococcal pneumonia in the 
early thirties. Once sulfanilamide was utilized 
in controlled studies and its efficacy confirmed 
by various investigators all over the world, 
the controversy ended. There remained but 
one proven treatment of choice. Perhaps when 
we find. the truth in our field, we shall agree too 
and be able to put aside our pet myths and 
prejudices. Until that time arrives, however, 
it is a matter of prudence to present our specific 
viewpoints with humility. 


CONCLUSION 


The effects of this multi-theoretical approach 
to training are manifold. The spirit and content 
of the program described are in keeping with 
the best democratic, scientific and academic 
traditions. Teaching as much as possible of the 
total accumulated knowledge in the field and 
allowing the trainee to arrive at his own con- 
clusions lead to the development of a balanced 
and mature therapist. The freer the academic 
setting (with the maintenance of high stand- 
ards in all areas) the more likely will be ihe 
emergence of the student as a mature, flexi!)le 
and sensitive therapist, prepared to make a 
creative contribution as a scientist. Faculty 
members and supervisors have also grown and 
changed their attitudes as they have worked 
with colleagues of differing viewpoints. We 
have demonstrated that it is possible for mem- 
bers of our profession, who adhere to different 
schools of thought, to work together in a pro- 
gram of training, research and therapeutic 
services for the benefit of patients and of the 
community. 
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WORKING WITH THE STUTTERING PROBLEM! 
DOMINICK A, BARBARA, M.D. 


Speech is a fundamental aspect of the whole 
personality. Its function is not only to com- 
municate verbally, but is also an expression 
of the individual’s interpersonal relations. 

Speech is considered as our most recently 
developed, most complex finely balanced 
muscular activity. Because of its complicated 
nature, and its numerous nerve areas and 
muscle groups, which require almost perfect 
coordination and harmony, it is also an area 
which is easily prone to disorganization and 
imperformability during periods of intense 
emotion. 

In this context, we may consider stuttering 
as an expression of the stutterer’s anxiety in 
his desperate attempts to arrive at psychic 
unity in the struggle to find himself. In 
stuttering we find distortions and definite 
emotional disturbances pertaining to the 
process of verbalization. Being rendered disor- 
ganized and chaotic at the time of his speech 
difficulty or stuttering, the stutterer is unable 
to preserve enough of his “‘real self” to express 
clearly or directly the real intent of his 
thoughts and feelings. It is specifically in the 
speaking situation that he seems to experience 
most of the destructive threats which endanger 
his basic security and identity. His stuttering 
is an external expression of anxiety and con- 
tains within its ritualistic process all the 
neurotic defenses and attempts at solution in 
his striving toward unity. 

In a problem as complex as stuttering, any 
attempt toward treatment should be composite 
in nature. Adequate therapy should include 
investigations of a medical, social, psychiatric 
and reeducational nature. Stuttering is not to 
be considered as an isolated disorder of the 
speech mechanism, but as an outward expres- 
sion of a more basic character disorganization. 
Any effective treatment must also be directed 
toward helping the individual understand his 
particular neurotic difficulties with their neu- 

Material in, thio paper abstracted from my y book, 


oach to Its Under- 
standing and Treatment. New New York: Julian Press, 1954. 


rotic solutions, and arrive at some resolution 
of the underlying conflicts. 

The goals in treatment have changed con- 
siderably from those of our forerunners. Today 
the emphasis is away from symptoms as the 
prime expressions of underlying disturbances 
and toward the treatment of the total per- 
sonality, the whole man. This holistic approach 
involves not only the individual’s disturbances 
in relation to others, but the nature and im- 
portance of intrapsychic processes. Our 
responsibility is not only to help the stutterer 
overcome or alleviate his stuttering, but to 
find himself as an individual—to release those 
energies now bottled up in his neurosis toward 
self-realization, capacities for creative work, 
better human relationships, andassumption of 
responsibility for himself. 

The belief that stuttering and allied emo- 
tional disorders are best.treated with a holistic 
approach instead of syfiptomatic relief finds 
common agreement today. Differences among 
therapists lie chiefly in the different foci of 
emphasis and in the method of tackling indi- 
vidual character structure. For instance, one 
common misconception regards stuttering as 
originating from a single specific cause, sec- 
ondary to some emotional traumatic event in 
the person’s past, and that if this can only be 
uncovered, the stuttering will then disappear. 
Such thinking was influenced by the early 
studies of Freud and his coworkers in their 

’ work on hysteria. From it arises the idea that 
dramatic cures are possible in stuttering, 
which has led many stutterers to seek cures of a 
miraculous nature for symptomatic removal. 
Though hypnotism and many other brief 
therapeutic approaches do produce an imme- 
diate lessening of the speech difficulty, they 
accomplish little or nothing in inducing changes 
in the total personality. A comprehensive 
therapeutic approach must focus not only on 
the early development of the individual but 
also on basic conflicting tendencies through all 
phases of life, with an understanding of both 
constructive assets and destructive inhibiting 
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forces. With all of this pertinent data at hand, 
therapy may be directed toward a reorienta- 
tion of the individual by making available to 
him whatever constructive resources are 
possible toward healthy growth and away 
from neurotic development. Once this is ac- 
complished, or is in process of development, 
we can expect a gradual lessening of anxiety 
and an amelioration of the symptom of 
stuttering itself. 

A detailed presentation of treatment in 
stuttering is too highly specialized a task for 
one paper. Only the basic principles and 
methods of effective treatment can be sum- 
marized here. Aside from the preventive and 
educational procedures which are of value in 
all disease entities, treatment in this particular 
context will be undertaken from a psychiatric 
or psychotherapeutic approach. The latter is 
based on the premise that stuttering is an 
emotional problem, resulting from a faulty 
development of the individual personality 
structure, 

Since stuttering usually begins at an early 
age, treatment too should begin as early as 
possible. For therapeutic purposes we can dis- 
tinguish two phases of stuttering: primary and 
secondary. In treatment during the primary 
stage (five to ten years of age), when the child 
is less cognizant of and anxious about his 
speech problem, the approach is mainly one of 
treating the parents and, through them, re- 
moving unfavorable environmental influences. 
The: prime objective is to be able to give sup- 
port and yet aid the child to lessen the degree 
of his inner turmoil and conflicts, to attempt 
to arrest the disorder, and finally, is possible, 
to prevent perpetuation of the problem into 
the secondary stage or into confirmed stutter- 
ing. The parents or parent surrogates of the 
stuttering child are made as aware as possible 
of the many workable means available to ease 
the demands made upon their children, and 
how these same pressures can lead to stutter- 
ing. An ideal situation, it goes without saying, 
would be one where either or both of the 
parents could be encouraged to enter into 
treatment themselves, to help them work 
through some of their own most disturbing 
emotional problems, which in turn would better 
the child-parent relationship., Where this is not 
feasible or is met with resistance, treatment of 
parents must assume the form of specific 


instructions. These instructions are directed 
toward 1) improving the general health of the 
child; 2) the balancing of his environmental 
tempo, with the removal of some of the more 
exciting and disturbing tension factors; 3) at- 
tempts to encourage in the child a sense of 
confidence, responsibility, mutual love, and 
respect; 4) the working toward a sense of 
coordination and rhythm in the child’s per- 
sonality as a whole; 5) encouragement of the 
child to feel free to mix freely with other 
children and especially with members of his 
own family; 6) encouraging more constructive 
methods of discipline; 7) enabling the child to 
grow at his particular pace and helping him 
find his own potentialities and creative 
capacities; 8) establishing a feeling of real love, 
warmth, and mutual belonging in the family 
unit; 9) and, finally, avoiding making the child 
feel unique or different from others, and 
especially avoiding to make him “speech- 
conscious”. In connection with the last-named 
factor, it is specially urged that the child be 
allowed to develop a sense of freedom of ex- 
pression through speech, and a feeling for an 
independent choice of words. Though these 
goals may seem to be so comprehensive as to be 
difficult of attainment, even some partial 
achievement of them can aid the stuttering 
child in his later struggles toward self-realiza- 
tion. 

In the secondary stage of stuttering (eleven 
to nineteen years of age), the stutterer is now 
consciously aware that he has a speech diffi- 
culty and is particularly affected by what 
others think of him. This adolescent or adult 
stutterer develops a keen sensitivity around 
his affliction of speech and is easily affected by 
criticism and his own particular shortcomings. 
The speaking situation now assumes specific 
colorings of anxiety and apprehensions, which 
become embedded in his particular character 
structure. Treatment in this secondary stage 
of stuttering, in contrast to that of the primary 
stage, consists primarily of a direct approach. 
The individual’s problems are tackled directly, 
and the aim is toward personality reorganiza- 
tion. The difference between treating the 
adolescent and the adult stutterer is mainly 
qualitative. It is desirable to treat stutterers 
in this stage also as early as possible, when 
they are first aware of their problem, since 
many conflicts are less entrenched and less 
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complex in early adolescence than in later 
adult years. Also, in the early development 
phases, patients are more aware of their 
neurotic solutions, which are closer to the 
surface; they have a greater need and desire 
to do something about their difficulties, have 
more available constructive forces, and have 
less of a neurotic attachment to the symptom 
of stuttering in itself. Unfortunately, however, 
the vast majority of stutterers under treatment 
today are adults. Many of them when children 
were kept away from treatment through ig- 
norance or “blind spots” in their parents, or 
else became victims of so-called authorities 
who advised that they would “outgrow” the 
disorder. The tragic result was that they dis- 
covered too late that they became, instead, 
chronic stutterers with many more additional 
conflicting tendencies and a neurotic structure 
much more difficult to treat. 

Treatment in the adult or confirmed 
stutterer is a difficult, tedious, and serious 
undertaking. Because of its technical nature, 
only brief descriptions of the more important 
phases of its treatment can be mentioned here. 
Its main goal is to help the stutterer unravel 
himself and free himself from his neurotic 
web, so that he can avail himself of construc- 
tive forces and energies necessary for healthy 
growth and self-realization. 

The initial interview is also a basic source 
for a number of important facts and data 
which the therapist must know about his 
patient before beginning adequate therapy. 
Briefly, these include: name; age; sex; marital 
status; occupation; religion, education; social 
status; family background; sibling relations; 
medical history; early childhood; adolescence 
and adult development; sexual history, etc. 
During this first interview the patient also 
describes his immediate symptoms and com- 
plaints. (In addition, a detailed record of all 
symptoms and complaints, and primarily that 
of stuttering, is of prime importance.) The 
therapist should ask for information pertaining 
to the age at onset of stuttering, how and 
where it started, its connection-with any trau- 
matic experience or experiences, and when the 


‘pafient first began to associate the first ob- 


jective and subjective feelings of anxiety with 


his speech defect. In this same orientation, it is. 


important to seek data concerning a specific 
familial history of stuttering, parental attitudes 


toward his speaking and toward his speech 
defect, and, most essential of all, the patient’s 
own feelings and attitudes about his stuttering 
throughout his remembered development. 
Finally, for a more complete picture, it is 
necessary to have some understanding of the 
patient’s present attitudes about his speech 
impediment, and especially how he experiences 
himself with it in relation to himself and others. 
We can now arrive at some beginning working 
premise of the patient’s predominant neurotic 
solutions, the extent to which he uses his 
stuttering as a neurotic device, and finally 
some insight into the degree of alienation 
present. 

It goes without saying that since we are 
treating the personality as a whole and not 
the symptom of stuttering in itself, we need 
to gather as much information as possible 
regarding the patient himself as a living 
human being, including both intrapsychic and 
interpersonal factors. In this/ sense we may 
question him about his ways of life, his habits, 
his likes and dislikes, his preference for others, 
his capacities, abilities, potentialities; and 
something about his dreams, phantasies, and 
imagination. As he speaks, we can also arrive 
at some of his possible reactions to ourselves 
as therapists; the manner in which he may 
attempt to avoid direct answers; the use of 
“bugaboo” words, or means of rituals and dis- 
tractions, when he feels he may be about to 
stutter. These and kindred points of observa- 
tion are some of the unlimited resources we 
have at hand in the first few initial interviews, 
which can be of tremendous importance as we 
proceed with the therapeutic process. 

Before the therapist can plan any direct 
plan of approach, it is essential that he pull 
together all these facts and personal observa- 
tions and make some of his own concluding 
impressions. At this point he must evaluate to 
the best of his judgment and therapeutic 
acumen the following essential basic criteria: 

1) The relative degree of constructive assets 

and real incentives for help present in the 
patient in relation to opposing negative 
and retarding forces. Also from what 
sources at hand, and from those more 
hidden, can we look for and make avail- 
able energies toward self-realization. 

2) The degree and extent of alienation. 

3) The patient’s extent of awareness of his 
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own problems, his real desires for help, 
the feeling for change, and finally his 
capacity for cooperation in the thera- 
peutic situation. 

4) The degree of severity of his obvious 
symptoms, and primarily that of his 
stuttering. 

5) Finally, a measure of the patient’s aware- 
ness of and capacity for struggle, a sense 
for real suffering, and his threshold for 
anxiety. 

Once the primary objectives are established, 
and a plan of approach is decided upon by the 
therapist, then more feasible and productive 
therapeutic work can begin. In accordance 
with the original premises of this paper, 
especially that of promoting self-realization, 
it is important to recognize early in the 
therapeutic process the various resistances 
and blockages which are keeping neurotic 
processes going and simultaneously are inter- 
fering with healthy growth. Since we are 
primarily interested in helping the patient 
find himself, we must remove those obstacles 
which obstruct his growth, interfere with his 
real self, and cause him to feel alien to himself 
and to others. 

In people who stutter, for instance, there is 
present a great deal of pride invested in the 
irrational claims they make upon themselves 
and others. This area presents tremendous 
resistance to change. To help the stutterer 
feel that he is not necessarily a “cripple” 
because he has difficult speech at times, and 
therefore is not entitled to any special privi- 
leges from others, is a problem most difficult 
to tackle. This sort of compulsive behavior 
comes from two basic sources: from a feeling of 
being victimized and abused since early child- 
hood, and from an imaginative concept of 
themselves as “chosen people”, privileged in 
every aspect of living. 

Unless other factors in the therapeutic 
situation warrant immediate attention, I feel 
that this wide area of claims should be tackled 
immediately, or as soon as feasible. Once the 
stutterer develops some feeling of rapport, a 
sense of confidence with his therapist, and has 
gained supportive ground to stand on, he 
should be helped to face this problem of claims. 
This whole area, with its many ramifications, 
interactions, and consequences, needs to be 


laid open and worked through before the 
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therapeutic process as a whole can move 
forward constructively. 

Another major problem in the treatment of 
stuttering is how to encourage the stutterer to 
stay in and continue with the course of treat- 
ment. This, of course, involves first of al! an 
evaluation of the real incentives in the indj- 
vidual patient, and what his specific expecta- 
tions will be, once he consents to starting 
therapy. 

Since many stutterers may have gone from 
clinic to clinic, consulted with various spe- 
cialists, or, in the case of the more unfortunate 
ones, been subjected to so-called “miraculous 
cures”, some doubts and feelings of doom and 
hopelessness will have become fixed. As a 
result, when they are initially interviewed for 
what they may feel to be “another new and 
futile attempt, among the many others”, they 
are often skeptical, cautious, and may by this 
time have little real incentive for receiving 
help toward solving their problems. It is in 
relation to this difficult area of resistance that 
the therapist must give a great deal of himself 
by way of encouragement. He might begin by 
giving the patient some pertinent data about 
his own professional background and ex- 
periences with psychological problems, espe- 
cially with the specific problem of stuttering. 
He should try to help alleviate the patient’s 
doubts about himself, and some of his anxiety, 
by putting him at ease and relating to him ina 
firm but sincere, warm, open and consistent 
manner. He can further reassure the patient 
with remarks such as: “Yes, I have no doubts 
about being able to help you with your prob- 
lems, provided you are ready to cooperate 
with me, and help pitch in, so that we can do 
the job together.” 

It is especially important that the therapist 
should not make promises which he does not 
intend to or cannot fulfill later on. Not only 
are false promises dishonest, they can lead to 
catastrophic difficulties in the course of treat- 
ment, and may even end in the patient’s 
leaving therapy in a more despairing and dis- 
believing state of mind than the one in which 
he entered it. The real facts about his illness 
and the degree of severity of his complaints 
(providing they can be presented to the pa- 
tient without shaking too strongly his already 
weakened foundation) should be revealed to 
him so that he can get a realistic perspective. 
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This may temporarily jar the patient’s neu- 
rotic status quo, but in the long run it will 


add to his feelings of respect and sense of 


mutuality toward the therapist. 

Aside from the usual hesitations found in 
the stutterer’s way of speaking, there are 
present similar inhibitions and blocks in the 
quality of his productions. In fact, the person 
who stutters blocks with his whole organism, 
including his feelings, attitudes, beliefs, and 
actions. 

The stutterer’s associations are usually not 
free and spontaneous in quality. Since this 
interferes with the progress of treatment, it 
is imperative that the patient be educated and 
made aware of this blocking agent early in 
treatment, in order to promote a more real 
and “down-to-earth” atmosphere in the thera- 
peutic situation itself. He may bring to his 
interview an abundance of material, yet it may 
be of such a reportorial nature that it can have 
very little real meaning to his actual feelings 
or conflicts. The therapist should be con- 
stantly on the alert for this sort of underpro- 
ductive activity because it can be deceiving. 
He should help the patient to look “behind 
the scenes” of his productions, in order to 
discover whatever special meanings his asso- 
ciations may convey to his own particular 
needs, feelings, and motivations at the time of 
expression. Material which is remote to the 
patient and felt at a distance to his inner core, 
or as if coming from somewhere outside of him, 
leaves very little impression on the patient 
and brings about little constructive insight. 
To help the patient at this point to be eager 
to talk about himself, and be interested in his 
own welfare, is of great importance. 

Among blockages in productivity is, of 
course, that of the actual stuttering symptom. 
If a therapist is not thinking of working with 
the total character structure, he can easily 


involve himself in a hopeless struggle toward 


removing the symptom itself. With such an 
approach, he can easily get caught in a con- 
fusing entanglement of intellectual discussions 
centering mainly around presupposed cause- 
and-effect correlations of stuttering, losing 
meanwhile the background of the “whole per- 
son’’. It is important to keep in mind what the 
stutterer is trying to express each time he 
speaks, primarily when he is stuttering. The 
way he presents himself when he speaks, with 


his many hidden meanings, feeling tones, 
anxieties, inhibitions, hesitations, and espe- 
cially his own word jargon, is highly connota- 
tive of himself—providing we are there to 
intercept and decode the message. 

Problems found in every other human rela- 
tionship are just as prevalent in the thera- 
peutic relationship. For instance, the person 
who stutters makes the same claims on the 
therapist that he may make upon others, and 
this tends ultimately to hinder the therapeutic 
progress. His glorified self strives for absolute 
productivity; he meets reversals with despair 
and hopelessness. He feels obliged to find a 
rapid solution to his conflicts without sincere 
motive or realistic effort. From his therapist 
he may demand not only perfection but also 
immediate, absolute attention at all times. He 
may expect the therapist to make more fre- 
quent interpretations and to work with him 
more actively. But at the same time he be- 
comes very antagonistic and resistant toward 
making any compromises or sacrifices himself; 
he feels that his mere presence entitles him 
to change. 

Another formidable obstructing force in the 
therapeutic relationship is that of the patient’s 
use of magical claims. He externalizes his own 
feelings of magic onto the therapist, and 
endows him with special superhuman powers 
impossible to’ attain. He feels that his thera- 
pist should be a magician who can, without 
the slightest effort, pull him out of his dilemma. 
The person who stutters may use his stuttering 
with all of its distractions and rituals as a 
powerful means of keeping his therapist off 
guard, and thus in a less threatening position 
to his neurotic solutions. It is of utmost im- 
portance for the therapist to maintain a 
balanced, firm, and consistent position in spite 
of the patient’s attempts to keep him off 
guard and in an inferior status. Though the 
patient may appear to battle firmness or con- 
sistency in the therapist, he secretly and 
basically desires it. It will ultimately give 
him a sense of security and a feeling of real 
respect and regard for his therapist. 

Finally, the stutterer is in constant fear and 
dread of having his protective structures in- 
vaded or removed, because of the accom- 
panying terror of crumbling and psychically 
“going to pieces”. His constant need for 


mastery, especially in the speaking situation, 
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causes him to generate feelings of self-hate 
whenever his pride values in this direction are 
undermined. Unable to face his conflicts 
squarely or to bear their accompanying 
anxiety, he is prone to fall back too quickly on 
old defense measures in pleading helplessness 
and having abused feelings. The more des- 
perate he feels his situation to be, the greater 
the number of strategies needed to cope with 
his endangered position. His last area of re- 
treat, at least in his way of thinking, is finally 
that of avoiding conflict altogether, by re- 
signing himself to a state of pseudo-unity— 
thus being able to save face in at least part of 
the struggle. | 

As the patient desperately attempts to hold 
onto his neurotic status quo, the therapist 
must not add to the struggle by hitting back, 
forcibly pulling against him, or trying to im- 
press him with his superior intellect. The prob- 
lem is not just one of “digging” the patient 
out of his entrenched position, but of coming 
to an understanding of his role in the par- 
ticular conflicting situation. By helping him 


to look at the possible reasons behind his fear - 


of letting go of old neurotic protective de- 
fenses, and more specifically what he feels 
endangered by, or essentially what dangers he 
feels he is warding off, the patient can slowly 
come to a realistic understahding of his 
struggle between self-idealization and self- 
realization. 

It is essential that the person who stutters 
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begins to see himself less as ‘“‘just a stutterer”, 
and more to have feelings for himself as a 
human being, in spite of his stuttering. Once he 
is encouraged to feel less hopeless, resigned, 
and frustrated, the more firm ground can he 
feel himself to stand on. As a result, he will 
feel less threatened from his “lofty position”, 
feel less anxious, and will then have the courage 
to face himself as he really is, to take a stand 
in relation to his conflicts, and to have courage 
to change. 

As the neurotic process, including that of 
stuttering, unfolds itself, the individual 
gradually learns to know himself in a more 
realistic sense by relinquishing many illusory 
notions he once built about his lofty structure. 
Besides this, he will have greater courage and 
confidence in his ability to take over his own 
responsibilities and to choose and chart his own 
particular way of life. He will also learn to 
give up many of his imaginative magic powers 
and face realities with his own existing re- 
sources. In the process of growing, he will 
accept himself as he is with all of his difficul- 
ties, and accept the development of himself 
as an integral part of the process of living. 

In the final analysis, as the stutterer slowly 
finds himself in the process toward self-realiza- 
tion, so will he tend to discard his neurosis 
and all that it implies—including that of 
stuttering. 
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‘A COMPARISON OF MONOUREIDE AND DIUREIDE SEDATIVES 
With Respect to Drug Habituation, Untoward Effects and Mortality Rates 


_ THEODORE M. FEINBLATT, M.D. HENRY M. FEINBLATT, MD., 
F.A.C_P.? anv EDGAR A. FERGUSON, Jr., LL.M: 


The high tension and insecurity of modern 
life have led to a great increase in the occur- 
rence of anxiety, nervous unrest and insomnia. 
The need for a safe, effective and non-habit- 
forming sedative and somnifacient is apparent, 
in view of the dangers and widespread abuse of 
the barbiturates (diureides). 

Many physicians believe that barbituric 
addiction is the worst drug habit. It produces 
greater. mental, emotional and neurological 
impairment than morphine. Withdrawal causes 
real hazards (6). 

Barbiturates are all habit-forming. They are 
diureides (diacyl ureas); i.e., their molecular 
structure is a closed cycle. Characteristically, 
they are slowly eliminated from the system, 
and this fact accounts for the resulting hang- 
over, nausea and other side effects, as well as 
their relatively low safety factor due to the 
cumulative effect from slow elimination. 

In developing an alternative with equal 
tranquilizing action in nervous anxiety and 
insomnia cases, the research worked from this 
statement of the problem: Can we obtain 
equal tranquillizing effect without the habitua- 
tion danger and without the side effects of 
barbiturates? 

To this end we investigated a combination‘ 
of two monoureide sedatives both derived 
from carbromal: namely, acetylcarbromal and 
bromisovalum (bromural). 

Used singly, acetylcarbromal and bromiso- 
valum are weak sedatives. But our studies 
demonstrated that when they are used to- 
gether in a single compound, the tranquillizing 
and sedative effects are unexpectedly high. As 
shown in a subsequent report (4) of 150 case 


Brooklyn, New York. 
This combination was supplied as Sedayson tablets 
ae Company, Inc., Dover, Delaware. 
acetylcarbromal, 150 mg., and 
mg. 


studies, the combination was significantly 
more effective both asa sedative and somnifaci- 
ent than double doses of either acetylcar- 
bromal or bromisovalum. 

The present paper supplies clinical evidence 
to establish that both of these monoureide 
sedatives, whether used singly or in combina- 
tion, are safe and completely non-habit- 
forming. 


CRITERIA OF DruG HABITUATION 


Investigation of the habit-forming qualities 
of a drug depends upon the appearance of four 
main syndromes classified as follows with 
respect to their characteristic signs: 

1) Pleasurable sensations 

(a) euphoria 

(b) ecstasy 

(c) erotic dreams 

(d) sense of floating 

(e) body glow tingling 

2) Tolerance | 

(a) increased dosage needed to produce 
same effect after continued use of 
the drug 

3) Psychological craving 

(a) begging for the drug 
(b) stealing the drug 
(c) bribing the druggist 
4) Withdrawal symptoms 
(a) unusual skin sensitivity 
(b) auditory and cutaneous reactions 
(c) vomiting 
(d) diarrhea 
(e) hallucinations 
(f) excitement 
(g) despondency 
(h) convulsions 


BARBITURATE HABITUATION 


The incidence of barbiturate habituation is 
common and appears to be on the increase (6). 
In Hambourger’s (10) survey, the barbiturates 


accounted for more than 10 per cent of all 
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TABLE 1.—Svicmal AND ACCIDENTAL BARBITURATE 
DeaTus ComPrLep From OrFiciAL Recorps 1950-53 


645 409 236 
San Francisco............. 227 154 73 


addiction cases (exclusive of chronic alcohol- 
ism) admitted to thirteen hospitals. Two- 
thirds of these addicts claimed that they 
became familiar with the drug through a 
physician. 

All of the criteria of drug habituation which 
we have described under the headings of 
pleasurable sensations, tolerance, psychological 
craving and withdrawal symptoms have been 
reported repeatedly in medical literature by 
numerous observers. Their occurrence is 
common and serious, sometimes fatal. 

For an excellent summary of barbiturate 
addiction and its manifestations, it is suggested 
that the interested reader consult Goodman 
and Gilman (8). Other important sources of 
information on this subject include Cook and 
Martin (2), Sollmann (20), Modell (17), Isbell 
and Fraser (15), Cushny (3), Wikler e¢ al. (21), 
Galambos (5), Milburn (16), Hewitt (12), and 
Morgan (19). 


ACETYLCARBROMAL AND BROMISOVALUM 
NOT HABITUATING 


The barbiturates are diureides (diacyl 
ureas). They are all habit-forming. 

The monoureides (monoacy] ureas) include 
principally carbromal and its derivatives 
acetylearbromal and bromisovalum (bro- 


mural). Because of a chemical relationship, the 


-monoureides have been classified mistakenly 
as habit-forming, on a purely theoretical basis 
and without clinical evidence. One cannot pre- 
dict the physiological action of a drug with 
any degree of certainty from its chemical 
structure. 

As will be shown in this report, three separate 
clinical investigations including a total of 371 
case studies showed complete absence of any 
habituating effects following continued ad- 
ministration of acetylcarbromal or bromiso- 
valum (bromural) or of acetylcarbromal and 
bromisovalum in combination, respectively. 

A comprehersive survey of medical litera- 


ture disclosed no definite report to the effect 
that either acetylcarbromal or bromisova!um 
is habit forming. We could not find a single 
case report of habituation resulting from the 
use of either of these drugs. 

In a monograph on the open-chain urcide 
sedatives (including acetylcarbromal nd 
bromisovalum), Hobart (13) in 1951 repo: ted 
results of 144 cases in which these drugs were 
used. He concluded that “the ‘automat sm’ 
which may occur with barbiturates is un- 
known, and there is apparently no danzer, 
whatever, of a drug ‘crave’ developing.” 

Combes (1) in 1952-53 gave the acetyl. 
carbromal, 150 mg., plus bromisovalum, 100 
mg., tablets to 37 patients who complaine | of 
itching due to various dermatoses anc in 
addition more or less sleeplessness. Medica. ion 
was continued in daily dosages up to a maxi- 
mum of 2 tablets every four hours and 3; at 
bedtime for periods ranging from one month 
to 22 weeks. The group included 12 men 
ranging in age from 32 to 84 and 25 females 
ranging in age from 4 to 75. Associated 
systemic diseases included essential hyperien- 
sion, diabetes mellitus, cardiovascular disease, 
hepatic cirrhosis, chronic nephritis, cardiac 
palpitation, —e and various types 
of neuroses. 

In addition to ‘the study of therapeutic 
efficacy, a primary consideration was the 
determination of possible habituation to the 
drug. The findings in this group as well as in 
subsequent cases similarly treated were com- 
pletely negative as to any observation related 
to drug habituation. Combes concluded that 
acetylcarbromal and bromisovalum, used sep- 
arately or in combination, are non-habit- 
forming drugs. 

Our own investigation to determine whether 
acetylcarbromal and bromisovalum, singly or 
in combination, are habit-forming included a 
total of 190 case studies as follows: 50 cases 
with acetylcarbromal, 50 with bromisovalum, 
and 90 with acetylcarbromal-bromisovalum 
combination. 

The dosages employed were as follows: 

Acetylcarbromal, 300 mg., 6 tablets daily 
as a sedative, 8 tablets daily as a somnifacient. 

Bromisovalum, 200 mg., 6 tablets daily as a 


_ sedative, 8 tablets daily as a somnifacient. 


Acetylcarbromal, 150 mg., in combination 
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with bromisovalum, 100 mg., 6 tablets daily 
asa sedative, 8 tablets daily as a somnifacient. 

Ai patients were observed closely for pos- 
sible development of any of the manifestations 
of pleasurable sensations, tolerance, psycho- 
logical craving or withdrawal symptoms 
described in our criteria of drug habituation. 
Close observation was maintained immediately 
after: medication was discontinued and con- 
tinued for an adequate period of weeks after 
use of the drugs was stopped. 

There was not a single manifestation of drug 
habituation in any of the 190 case studies. 

From the results reported in this paper, plus 
our survey of medical literature and the 
independent reports by Hobart and Combes, 
we have reached the definite conclusion that 
acetylcarbromal and bromisovalum are non- 
habit-forming, whether used singly or in 
combination. 


UNTOWARD EFFECTS 


The untoward effects of the barbiturates are 
common and notorious, especially in the 
fields of psychiatry and neurology. They have 
been described by Goodman and Gilman (9) 
as follows: 

“Mental changes include sluggishness, dif- 
ficulty in thinking, slowness of speech and 
comprehension, poor memory, faulty judg- 
ment, narrowed range of attention, emotional 
lability, exaggeration of basic personality 
traits, irritability, quarrelsomeness, morose- 
ness, crying or laughing without adequate 
provocation, untidiness in personal habits, 
hostile and paranoid ideas, and suicidal 
tendency. The addict may regress to such an 
infantile level that he is unable to take care of 
his wants. Occasionally, an acute toxic psycho- 
sis may develop in which confusion, disorienta- 
tion, fear, delusions, and vivid visual hallucina- 
tions are prominent features; this is more apt 
to occur if a large amount is ingested or the 
dose elevated rapidly. The psychic and psycho- 
motor effects of chronic barbiturate intoxica- 
tion have been studied and analyzed in detail 
(see Kornetsky, 1951; Hill and Belleville, 
1953). Neurological effects are characteristic 
and consist in thick slurred speech, nystagmus, 
diplopia, strabismus, difficulty in accommoda- 
lion, vertigo, ataxia in gait and station, 
hypotonia, weakness of the limbs, tremor, 
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dysmetria, and decreased superficial reflexes; 
deep reflexes, pupillary responses, and sensa- 
tion are usually unaltered. Occasionally 
transient ankle clonus and Babinski signs are 
elicitable. 

“In addition, certain patients have gastro- 
intestinal disturbances manifested by anorexia, 
obstipation, foul breath, and coated tongue, 
but nutrition is unimpaired. Skin rashes may 
develop; they may be erythematous, urti- 
carial, purpuric, or scarlatiniform in character. 
The rash caused by phenobarbital may itch 
and may resemble the exanthem of measles 
without Koplik’s spots, or of scarlet fever 
without the circumoral pallor. A rash may 
appear on the tongue after prolonged use of 
phenobarbital. Rarely, fatal exfoliative derma- 
titis has occurred. The urine may contain 
albumin, casts, and hematoporphyrin,” 

The safety of acetylcarbromal and bromi- 
sovalum (bromural) offers a sharp contrast to’ 
the high toxicity of the barbiturates. 

In a total of 190 cases treated with acetyl- 
carbromal, bromisovalum and the acetylcar- 
bromal-bromisovalum combination, respec- 
tively, there were no untoward effects which 
could be attributed to the medication. There 
were three cases in which the treatment was 
discontinued because the symptoms appeared 
to be aggravated, one because of headache and 
one because of a rash. These results could 
readily have been coincidental. 

Goodman and Gilman (7) state that the 
monoureides (including carbromal, acetylcar- 
bromal and bromisovalum) “are decomposed 
in the body to urea and readily eliminated, 
their margin of safety thus being large.” 

In his monograph on the open-chain ureide 
sedatives, Hobart (14) writes of carbromal, 
acetylcarbromal and bromisovalum as follows: 

“The open-chain ureides under review are 
exceedingly well-tolerated, even by young 
babies, and they have been employed as 
soporifics in cases of chronic nephroses with- 
out deleterious result. Gastric and renal irrita- 
tion are practically non-existent as side-effects. 
Even following prolonged administration there 
are no signs of hepatic impairment or damage 
to the central nervous system.” 


MortTALIity STATISTICS 
A comprehensive survey of medical litera 
failed to disclose a single case in which dea 
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was due to acetylcarbromal or bromisovalum. 
Hobart (14) reports cases where quantities 
varying fr6m 60 to 600 grains were taken 
with suicidal intent without harm arising. This 
is an enormous margin of safety since each 
tablet of the medication herein investigated 
contains only 244 grains of acetylcarbromal 
and 134 grains of bromisovalum. As Hobart 
(14) says, “it follows that these drugs may 
safely be prescribed to neurotics in whose 
hands barbiturates and other potent hypnotic 
drugs are potentially dangerous.” 

_ The statistics of suicidal and accidental 
deaths due to barbiturates which we have 
obtained from official records provide a sharp 
contrast with the safety of the monoureide 
sedatives. 

Moore, Alexander and Ipsen (18) in 1952 
reported 377 deaths due to barbiturates in 
Massachusetts in a period of eleven years. 
Hargrove, Bennett and Ford (11) stated that 
in 1951 the barbiturates caused more than 
1,000 recorded deaths. Recent life insurance 
statistics show that the barbiturates cause 6 
per cent of suicidal and ee of ac- 
cidental deaths. 


CONCLUSIONS 

1. Three separate clinical investigations, 
including a total of 371 case studies and a 
comprehensive survey of medical literature, 
failed to show a single case or manifestation 
of drug habituation following continued use 
of acetylcarbromal or bromisovalum (bro- 
mural), singly or in combination. 

2. The absence of untoward effects at- 
tributed to acetylcarbromal or bromisovalum 
is in sharp contrast to the frequent and serious 
neurological and psychiatric manifestations 
reported and the common occurrence of drug 
habituation following use of the barbiturates. 

3. Due to the fact that the monoureide 
sedatives are non-habit-forming, have no side 
effects, no hangover and no contraindications, 


we believe that the acetylcarbromal-bromi- 
sovalum combination is much preferable for 
continued use as a sedative or somnifacient to 
the dangerous and habit-forming barbiturates, 
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XANTHOMA OF THE CHOROID PLEXUS IN A CHILD 
SAMUEL ROSNER, M.D., F.LCS. 


In an excellent review of the subject Wolf, 
Cowen and Graham (2) state that in a series of 
1,181 consecutive brain examinations at au- 
topsy, 20 examples of choroid plexus xanthoma 
have been encountered. Their subjects ranged 
in age from 40 to 79 years. In the literature, I 
could find no reference to xanthoma of the 
choroid plexus in a child. When I first examined 
the histologic specimen, it was my opinion that 
this was granulomatous material in the light of 
the following findings: 1) areas of lymphocytic 
infiltration, 2) occasional giant cells, 3) exces- 
sive vascularity, 4) fatty elements, 5) hemato- 


idin crystals. However, our hospital patholo- 
gist, Dr. Grishman, after showing the slide to 
Drs. Abner Wolf and I. H. Feigin, expressed 
the opinion that we were dealing with xan- 
thoma of the choroid plexus (see figs. 1 and 2). 


CasE History 


Patient referred by Dr. William Bronson. 
Female, white, age 7 years, right handed, 
intelligent and cooperative. One month before 
the neurological examination, the child began 
to complain of “quivering of her eyes’, diffi- 
culty in viewing objects unless she held her 
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Fic. 2. Microscopic photograph of specimen 


head tilted to one side, and dizziness while 
riding in an automobile. There was no com- 


plaint of headache, vomiting, orloss of balance. 


The examination revealed nystagmus on 
central as well as lateral gaze, congested optic 
discs and hypoactive deep reflexes. There was 
no other evidence of vestibular or cerebellar 
pathology. 


Skull x-rays showed an erosion in the right 


occipital area. 

The pneumoencephalogram showed a poorly 
visualized posterior horn of the right lateral 
ventricle which was displaced to the left. 

The electroencephalogram. was interpreted 
as being abnormal by virtue of slow wave ac- 
tivity noted particularly over the right mid 
and postero-lateral portions of the head. These 
findings were thought to be compatible with 


either a deep seated cerebral lesion within the 
areas noted or with right cerebellar pathology. 

Right occipital craniotomy revealed a gray- 
ish-tan mass in the region of the posterior horn 
of the lateral ventricle. The mass was the size 
of a small ‘plum about one inch by # of an 
inch, fairly well demarcated and seemed to 
invaginate the ventricular wall from without 
inward toward the choroid plexus but not 4 


_ part of it. However, the histological specimen 


showed that choroid plexus was incorporated 
within it. 

Post-operative course. The child was dis 
charged from hospital seven days after opera- 
tion. Central nystagmus is gone but slight 
lateral nystagmus persists. Eye consultation 
revealed no signs of intracranial pathology. 
The visual fields showed minimal constriction 


a 
Vv 


340 Samuel Rosner 


Xanthoma of Chorid Plexusin Child . 341 


compatible with the site of the operative 
pathological lesion. The patient has returned 
to school, keeps her head straight, is not dizzy 
and in every way acts like a normal, happy 
youngster. 

Pathologic Report. Gross: “Specimen consists 
of numerous small, irregular pieces of brain 
tissue, Measuring together 4x 3x2 cm. They 
are soft and grayish tan in color.” 

Microscopic: “Section shows a bean sized 
mass composed of connective tissue stroma 
and many large foam cells with small, regular 
nuclei. The tumor shows also many blood 
vessels and is covered by ependyma.” 

Diagnosis: “‘Xanthoma of the choroid 
plexus” (see figs. 1 and 2). The histologic 
material fitted in the description of Pinkus 
and Pick (1) in that there were to be seen 
large cells with doubly refractive, free material 
and occasional foreign body giant cells. 

Wolf, Cowen, and Graham (2) in addition 
show in their illustrations the presence of 
fibrosis, lymphocytic infiltration and a psam- 
moma body. 

One corner of our specimen showed calcare- 
ous granules lymphocytic infiltration, but 
little fibrosis could be seen. All in all, the speci- 


men from its gross description, anatomical 
situation and histologic appearance seems to 
fit the diagnosis of xanthoma of the choroid 
plexus. 

No chemical tests to confirm the presence of 
cholesterol were performed. 


SUMMARY 


Xanthoma in a seven-year-old child is 
described. This mass caused clinical complaints 
relieved in the main part by surgical removal. 
This condition has not been previously de- 
scribed as occurring in children or causing 
clinical complaints. 


The author is grateful for the help of Drs. A. Wolf, 
I. H. Feigin, and E. Grishman with the pathological 
li 
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BOOK NOTES AND REVIEWS 


Books received are acknowledged and given a brief description in this section. Selections serving a variety of 
interests will be made from these for a more extensive review, as far as space will allow. 


BOOK NOTES 


Faust, Clemens. Das KLINISCHE BILD DER 
DAUERFOLGEN NACH MHIRNVERLETZUNG. 
[Stuttgart: G. Thieme Verlag, 1956. Pp. ii 
+ 91. $1.85.] 


This short, paper-bound, monograph on 
the clinical picture of permanent sequellae of 
brain lesions was written by a docent of 
University of Freiburg. While the literat 
early and acute brain lesion cases is extensive, 
relatively little is published on the chronic or 
permanent changes, sensori-motor and psy- 
chological. Faust covers the German literature 
on this subject rather thoroughly and makes 
numerous references to American, English and 
French contributions. The list of references is 
very long and helpful both to clinicians and 
researchers. The presentation is succinct. Of 
particular value are the evaluations of the 
reliability and validity degrees of the exami- 
nation methods and of the difficulty encoun- 
tered in ascertaining many permanent changes. 
There is a three page chapter on the methods 
of investigation. No mention is made of 
psychological test procedures although they 
can be of greater aid in evaluating loss of 
menta! and sensory function in neurological 
cases than in any other special field of neuro- 
psychiatry, and frequently can perform this 
job better than clinical examinations. There 
are now many well trained clinical psycholo- 
gists in Western Germany who could perform 
useful service. The monograph is written with 
compensation cases clearly in mind. The 
author had carried out follow-up studies on 
an unspecified number of cases and acquired 
invaluable knowledge. It seems: futile to ex- 
pect great and sound advances in neuropsy- 
chiatry without careful follow-up examina- 
tions. Among the numerous points discussed 
in this well written little book is the relation- 
ship of psychoneurosis to cerebral lesions. This 
new contribution will be of greatest value to 
the neurological clinician. 
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Bender, Lauretta. A DyNamic PSYCHOPATH- 
OLOGY OF (Springfield, 
Charles C Thomas, 1954. Pp. 275, 17 il- 
lustrations. $7.50.] 


This is the third book of the Bellevue 
Studies of Child Psychiatry. The first book 
was concerned with child psychiatric tech- 
niques and the second with aggression, hos- 
tility and anxiety in children. The studies are 
presented in a collection of papers by Paul 
Schilder and Dr. Bender and others who have 
been associated with them for some twenty 
years. A paragraph in the Foreword expresses 
briefly and clearly the nature of the contents: 
“This book deals with the various areas of 
psychopathological responses in the child 
frustrated by problems, their expression during 
childhood, and their influence on the subse- 
quent development of the personality in 
adolescence and early adulthood. Rather de- 
tailed case reports are presented on 90 children 
with follow-up social histories wherever pos- 
sible. In addition more casual observations 
and responses to questionnaires are recorded 
on nearly 200 other children.” 

The ten chapters include accounts of the 
psychology of the development of language 
and the symbol, hallucinations in children, 
imaginary companions, internalization of 
fantasy objects, impulsions, compulsions and 
obsessions, sexual expressions, the reaction to 
death in the family, psychoanalytic interpre- 
tations of the story of Alice in Wonderland, 
the comic book situation and children’s reac- 
tions to war. The illustrations reproduce the 
drawings of children representing various con- 
flicts and ideas relating to the confronting 
problems. 

Like the other books in this series by these 
experienced authors, this one contains a great 
wealth of information valuable not only for 
child psychiatrists and pediatricians, but. for 
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all psychiatrists, psychologists and social 
workers who should be well oriented in the 
development and problems of the child re- 
gardiess of the subspecialty in which they 
may be currently engaged. It is a splendid 
job of bookmaking on the part of the pub- 
lishers. 


Kline, Nathan S. (Editor) PsycHoPHARMA- 
cotocy. [Washington, D.C.: American as- 
sociation for the Advancement of Science 
Publication #42, 1956. Pp. 165. $3.50 
($3.00 to members of A.A.A.S.)] 


This little book consists of ten clinical 
papers and conference discussions presented 
in a symposium organized by the Section on 
Medical Sciences of the A.A.A.S. and the 
American Psychiatric Association at the 
Berkeley Meeting, December 30, 1954. 

These articles cover the experiences, 
theories, hypotheses and opinions relating to 
the clinical effects and results of the use of 
Chlorpromazine, Reserpine, Mescaline and 
some of the other drugs having an action on 
the nervous system. As a whole, the reports 
are somewhat confusing but are particularly 
valuable in indicating the need and the areas 
for additional research. Since much in the 
line of pharmacotherapy is in stages of hy- 
pothesis and as there is still a considerable 
amount of disagreement among workers and 
authors, the book should aid in pointing out 
the gaps in knowledge. 

The contributors are all well recognized 
investigators and clinical workers who are 
continuing to gain experience in the drug 
therapies and their conclusions up to the 
date of this book are well worth the attention 


343 


of psychiatrists, neurologists and pharma- 
cologists. 


Abramson, H. A. (Editor) NEUROPHARMA- 
COLOGY (TRANSACTIONS OF THE SECOND 
CONFERENCE). [New York: Josiah Macy, 
Jr. Foundation, 1956. Pp. 328, Illustrated. 
$4.25.] 


This volume is a verbatim account of a three 
day conference held in May, 1955, sponsored 
by the Josiah Macy Jr. Foundation. This 
conference has followed the pattern of many 
others supported by the Foundation. Here 25 
scientists and clinical workers representing 
rather widely diverse disciplines each out- 
standing in his field were invited to convene in 
sessions devoted mainly to a discussion of the 
effects of the psychosomimetic drugs and their 
relationship to schizophrenic states. 

Among the fields represented were neuro- 
anatomy, biochemistry, physiology, psychol- 
ogy and clinical and experimental psychiatry, 
and the special topics presented by individual 
investigators and discussed by the group were 
(1) Lysergic Acid Diethylamide (L.S.D.) and 
Related Compounds, (2) Effect of Drugs on the 
Behavior of Animals and on Psychoses of 
Man, (3) Research on Schizophrenia, (4) 
Experimentally Induced Psychoses in Man, 
and (5) Tolerance to L.S.D.-25 and a Theory 
of Psychoses. 

The discussions while lively and interesting, 
were basically not particularly weighted with 
new information for one who is working in 
this field of experimentation. For those not 
well oriented a valuable insight into the current 
results with the neuroleptic drugs may be 
gained by following through the conference 
sessions. | 


BOOK REVIEWS 


Hall, Calvin S., and Lindzey, Gardner. 
THEORIES OF PeErRsoNALITY. [New York: 
oe Wiley & Sons, 1957. Pp. xi + 572. 

50] 


Many psychologists are now intensely 
interested in developing and promoting 
theories of personality. Numerous articles and 
books appear on this subject. However, since 
it is about as difficult to create a personality 


theory as it is to produce a masterpiece in art, 
most publications deal with presentations, 
summaries and criticisms of known theories 
rather than with the advancement of new 
ones. This particular volume has several 
features which distinguish it from other books 
with the same or similar purpose. In the first 
place it probably includes the most compre- 
hensive list of theorists reviewed within the 
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covers of one book. The work of the follow- 
ing men is reviewed (in the order in which 
their names are listed): S. Freud, C. Jung, 
A. Adler, E. Fromm, K. Horney, H. Sullivan, 
H. Murray, K. Lewin, G. Allport, K. Gold- 
stein, A. Angyal, W. H. Sheldon, H. Eysenck, 
R. Cattell, J. Dollard and N. Miller, C. 
Rogers, and G. Murphy. Many other writers 
receive brief mention in connection with some 
special modifications of concepts or procedures 
of investigation. In the second place, it is 
individual authors who are discussed and not 
Schools or methods. Thus the views of a 
number of individual psychoanalysts are 
taken up one after another and no attempt is 
made to reconcile the differences among the 
many analytic schools. This facilitates the 
presentation and documentation of the dis- 
cussion and makes it easier for the reader to 
follow the text. Furthermore, since all theories 
are reviewed by the same authors, there is 
much more uniformity in the handling of the 
theories than is the case in collective books in 
which each theory is discussed by someone 
else. Hall and Lindzey offer rather extensive 
reviews, more detailed and more systematic 
than in most publications of this kind. In each 
case, they begin with an uncritical and sympa- 
thetic summary emphasizing concepts, assump- 
tions and other aspects of methodology. 
They then describe the limitations and review 
some of the criticisms which were levelled at 
the theories. The authors point out that none 
of the theories is sufficiently comprehensive to 
explain the total personality and none is 
adequately validated; they are “pretty poor 
theories.” In the introductory chapter, Hall 
and Lindzey discuss the concept of personality 
and the theory of theory. This chapter is not as 
complete, logically orderly and lucid in expo- 
sition as the main part of their book. In fact, 
the authors reassure the reader that their 
discourse on methodology “‘is not essential in 
order to read and appreciate the remainder of 
the volume.” They conclude their analysis 
with a table showing a “dimensional com- 
parison of (seventeen) theories of personality.” 
The 18 “dimensions” used to rate and classify 
the theories are divided into three degrees: 
high (considered to be a very important factor 
by the theory), moderate, and low (considered 
an unimportant factor by the theory). Some of 
the “dimensions” are: purpose, unconscious 
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determinants, learning process, heredity, early 
developmental experience, psychological en- 
vironment, self concept, multiplicity of 
motives, etc. It goes without saying that the 
essential differences among most of the theories 
are slight. The book is written as a textbook 
for psychology students and seems to be well 
suited for this purpose. 
Z. A. PIOTROWSKI 


McCary, J. L. (ed.) PsycHotocy or Per- 
SONALITY: MODERN APPROACHES. [)\ ew 
York: Logos Press, 1956 Pp. xvi + 383. 
$6.75] 

This book, edited by J. L. McCary of ‘he 
University of Houston grew out of a series of 
lectures in psychology, delivered at the Uni- 
versity of Houston. The first chapter, ‘“‘Psycho- 
analytic Theory of Personality” by Leopold 
Bellak, is a popular and rather hurried survey 
of psychoanalytic concepts. The author sees 
no difficulties in psychoanalytic theory: all 
that is needed is to make explicit what is 
implicit in Freud and his chief disciples. In 
keeping with a modern trend, Bellak diminishes 
the significance of the unconscious: “Uncon- 
sciousness is but a necessary construction, 
subsidiary to...the continuity of person- 
ality.”” There is nothing specifically psycho- 
analytic about this definition. It merely states 
that we continue being the same persons 
despite the fact that we are not conscious of 
ourselves all the time. The specific nature of 
the Freudian unconscious and the logical 
requirements of an adequate explanation of 
the mechanism of repression (of forcing 
conscious material into the unconscious and 
keeping it there) are not discussed. Such a 
discussion is necessary to give a satisfactory 
theoretical account of the relation between 
the ego and the id. Without clarity in this 
area, there is danger that the remarkable 
growth of ego-psychology (i.e., of what in 
essence is a pre-Freudian psychology of the 
conscious) will kill what is specifically psycho- 
analytic, i.e., Freud’s or Jung’s concepts of the 
unconscious. Bellak’s exposition is an example 
of the modern trend to integrate psycho 
analysis into traditional psychology. If this 
synthesis is completed successfully, per- 
sonology will benefit from this mutual assimi- 
lation. The second chapter by Raymond 
Cattell, “Personality and Motivation Theory 
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Based on Structural Measurement”, is an 
explanation of the application of the statistical 
factor analysis to personality investigation. 
Factor analysis can be applied to a set of 
corrclational coefficients among any measures 
of personality, but so far it has been used 
almost exclusively with paper-and-pencil 
questionnaires. The structure that is “meas- 
ured”’ in factor analysis is not the personality 
of an ifdividual but the mathematical relations 
between scores on test items within groups of 
individuals. What the factors, obtained 
through mathematical manipulations, mean is 
not known. Factor analysis, then, gives specific 
measures of unknown qualities, which is not 
very helpful in the study of individuals. It 
takes great discipline to prevent arbitrariness 
or magical thinking from creeping into con- 
clusions drawn from factor analysis if this 
xind of analysis is to be something more than 
an exercise in computation. Cattell makes a 
spirited defense of factor analysis. However, 
all the good things he promises are a matter of 
the future. To date Cattell’s analysis of millions 
of correlations has yielded “twelve best- 
established (pairs of) source traits”, which he 
described in the familiar and not too precise 
terms of “cyclothemia versus schizothymia”’, 
“mental capacity versus mental defect”’, 
“dominance versus submissiveness”, ‘“im- 
munity versus reactivity to threats’, “ease 
versus concern”, “sophistication versus sim- 
plicity”’, etc. Cattell presents the methodology 
of factor analysis in simple terms to give the 
uninitiated an idea of the possibilities and 


limitations of this statistical procedure. The 


third chapter on “Perception, Motives and 
Personality” by George Klein touches on one 
of the most fundamental epistemological 
problems, the difference between philosophical 
realism and idealism regarding the nature of 
reality. However, the epistemological basis of 
this problem is avoided and the matter is 
treated on a psychological level. The question 
examined is the degree to which desires in- 
fluence apparent sensory aspects of perceived 
objects; e.g., poor children tend to overestimate 
the size of perceived coins, while well-to-do 
children who have never experienced real 
hunger are more accurate in estimating the 
size of coins. Differences in estimates attributed 
to psychological attitudes are not conspicuous 
but can be demonstrated by a comparison of 


group averages. It is good that this problem, 
which was studied experimentally in the last 
century and more recently by Poetzl and 
Michotte, has been taken up anew. It may 
eventually lead to the discovery of a complete 
set of perceptanalytic principles, i.e., laws 
governing the relation between measurable 
aspects of visual perception and specific 
personality traits. Klein formulates well many 
issues involved in the relation between activity 
(motives) and sensory perception. 

In her “Cross-cultural Approach to the 
Study of Personality”, Margaret Mead 
points out the great influence of cultural 
backgrounds upon the attitudes and behavior 
of individuals. The chapter is enlivened by 
many examples taken from anthropology. 
Increasingly complex international relations 
call for a cross-cultural approach to personality 
investigation. Nevitt Sanford’s “Approach of 
the Authoritarian Personality” deals with a 
specific problem, the psychology of the 
authoritarian personality, rather than a 
method or theory. The main source of infor- 
mation was questionnaires but these were 
supplemented by personal interviews. Psycho- 
analytic concepts (relating to power struggles 
within the family, especially with parents) are 
used to provide a theoretical basis for the 
generalizations. This chapter gives a good 
discussion of traits associated with the ex- 
tremes of a continuum from a rigid and 
authoritarian manipulation of.others to an 
easygoing attitude of “live and let live.” The 
sixth chapter, “Personality, an Integrative 
View” by David McClelland also differs from 
the rest. It attempts to summarize and inte- 
grate what the other contributors to this 
book have said. McClelland reconciles 
differences by stating that the method of each 
contributor tries to elucidate a different 
problem of personality theory. The different 
methods cannot be harmoniously synthesized 
in their present state but he sees no reason 
why this synthesis should not be feasible in the 
future after each approach will have been 
modified and corrected. Two methodological 
approaches, behaviorism and genetics, have 
not been discussed in this volume. However, 
this readable book airs many problems occupy- 
ing modern personality theories. 

Z. A. PIOTROWSKI 
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Diethelm, Oskar (ed.) Et1oLoGy OF CHRONIC 
Atcono.ism. [Springfield, Ill: Charles C 


Thomas, 1955. Pp. ix + 229. $6.75.] 


A group of investigators under the direction 
of Oskar Diethelm, professor of psychiatry in 
the Cornell University Medical College, 
participated in a five-year research program 
supported financially by the Committee on 
the Problems of Alcohol of the National 
Research Council. The introductory chapter 
by Diethelm summarizes the results of the 
very diverse investigations which constituted 
the research program. What provided the 
relatively most distinguishing mark of this 
research was the attempt (initiated by 
Diethelm) to differentiate among three 
emotional states—anxiety, tension and resent- 
ment-——by means of clinical observations, 
biochemical studies, and the Rorschach test. 
It is reported that the Rorschach examinations, 
administered and interpreted by Emil Ober- 
holzer, not only discriminated very successfully 
among those emotions but correlated very 
highly with M. Freile Fleetwood’s biochemical 
identification of the three emotions. “The 
results of the biochemical and psychological 
investigations were compared with the 
Rorschach studies. There was a strong agree- 
ment, about 90 per cent, of all these findings 
in the presence of anxiety or resentment while 
a lesser agreement, 75 per cent, existed with 
the emotion of tension.” Unfortunately nothing 
more:is said about the Rorschach study and 
the reader is not informed about the Rorschach 
criteria that were used, the overlap of signs 
for the emotions, and the method of quantifi- 
cation which permitted a direct comparison 
between the Rorschach and the biochemical 
findings. No data are offered which would 
permit a judgment as to the feasibility of 
clinically differentiating among the emotions 
and the frequency with which two or all three 
occur simultaneously. The clinical definitions 
are clear and the reassuring statement is made 
that “there seems to be little difficulty for 
well trained psychopathologists and clinical 
psychiatrists to recognize signs present in a 
patient; its application to animal experi- 
mentation is more difficult.”” Mary Sherfey’s 
chapter, “Psychopathology and Character 
Structure in Chronic Alcoholism”’, is based on 
psychiatric case histories of 161 alcoholics. 
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Her main interest was to divide the patients 
into smaller groups to describe patterns of 
drinking. Cases with well-defined diagnostic 
categories constituted 43 per cent, and cases 
“not belonging to any usual diagnostic cate- 
gory”’ (character disorders) constituted 57 per 
cent of the group. The etiological conclusion 
is: ““Unexpressed resentment would appear to 
be the most frequent underlying emotion which 
provokes drinking and is relieved by it... 
Physiological tension is relieved.” Fleetwood’s 
“biochemical experimental investigations of 
emotions and chronic alcoholism’’, were based 
on investigations of A. T. Milhorat who had 
modified one of Cannon’s methods and applied 
it to the study of emotions. The purpose was 
to find biochemical correlates of anxie‘y, 
tension and resentment and to find out how 
alcohol affects those correlates. Fleetwood 
reports positive results. If similar results are 


obtained from other patient groups and by 


other investigators, an important advance in 
the physiology of alcoholism will have been 
confirmed. Manfred Bleuler in his ‘Familial 
and Personal Background of Chronic Alco- 
holics” traced the incidence of mental illness 
among 1313 relatives of 50 patients. He reached 
the same conclusion as have many other 
investigators, viz., that the incidence of psy- 
chosis and mental deficiency among relatives of 
alcoholics is no higher than in the total popu- 
lation of the same socio-economic level. In 
“A Comparative Study of Constitutions of 
Swiss and American Alcoholic Patients’, 
M. Bleuler compared the 50 American patients 
described in the previous chapter with 50 
Swiss alcoholics. The two groups differed in 
many pertinent aspects: intellectual and edu- 
cational levels, socio-economic status, age at 
onset of chronic alcoholism, duration of 
chronic alcoholism, and degree of somatic and 
mental damage. Although alcoholism and 
psychopathis personality traits were more 
frequent in the Swiss group, the incidence of 
schizophrenia, manic-depressive psychosis, 
epilepsy and mental deficiency among the 
relatives of the Swiss patients was no higher 
than in the total Swiss population. The last 
chapter by Milton Barnett, an anthropological 
study, describes “Alcoholism in the Cantonese 
of New York City.” While attitude toward 


drinking is permissive and drinking is wide- 


« 
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spread, drunkenness among the aeeriecu is 
rare because of long-established family and 
community tradition. The second generation 
Chinese, however, who exhibit considerable 
acculturation and loosening of traditional 


Chinese controls, manifest a trend toward 
heavy drinking. In general this book confirms 
the prevalent view regarding the etiology of 
chronic alcoholism. 

Z. A. PloTROWSKI 
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NOTES AND NEWS 


FELLOWSHIPS IN PSYCHIATRY 


The American Psychiatric Association has 
announced the award of 14 Smith, Kline & 
French Foundation Fellowships in Psychiatry. 
At the same time, the APA announced that 
the next review of applications will be held 
in May. Applications must be received by 
April 15 by the Fellowship Committee, P.O. 
Box 7929, Philadelphia, Pa. 

The 14 Fellowships range from a grant to 
the Montana State Hospital for the establish- 
ment of a training program for the hospital’s 
psychiatric staff, to a number of smaller 
grants to enable medical students to participate 
in psychiatric programs during their summer 
vacations. Also included among the recipients 
are a doctor from Canada and an Assistant 
Professor of Medicine in the Philippines, both 
of whom will be studying in the United States. 

These 14 grants total $38,454 and represent 
the largest amount given in one year under 
the Smith, Kline & French Foundation’s total 
-grant of $90,000 for the three years 1955 
through 1957. 

The Smith, Kline & French Foundation is 
the independent philanthropic arm of Smith, 
Kline & French Laboratories, Philadelphia 
pharmaceutical manufacturer. The Fellow- 
ships are administered by a committee named 
by the American Psychiatric Association and 
consisting of Doctors Kenneth E. Appel, 
Philadelphia, Chairman; Daniel Blain, Wash- 
ington, D. C.; Henry Brill, Albany, N. Y.; 
Jacob E. Finesinger, Baltimore; Francis J. 
Gerty, Chicago; Robert G. Heath, New 
Orleans; David A. Young, Raleigh, N. C.; 
and Seymour D. Vestermark, Bethesda. 

The SKF Foundation Fellowships are 
motivated by two beliefs: First, that it is 
essential to bring new knowledge of therapies, 
techniques and practices to bear on the treat- 
ment and care of patients in public mental 
hospitals and schools for the retarded, and 
second, that the recruitment of a vast new 
corps of psychiatrists is direly needed. 

Seven main types of Smith, Kline & French 
Foundation Fellowships are available: 


A. Support for advanced training for full- 
time staff psychiatrists of public mental 
hospitals and schools for the retarded. 

B. Awards to hospitals for visiting lect» re- 
ships and for teaching fellowships. 

C. Support for medical schools, teac! ing 
centers, etc., for extension training progra ns. 

D. Student fellowships to encoyrage taler ‘ed 
medical students to engage in summer act vi- 
ties in psychiatry. The aim here is not onl: to 
draw more students into psychiatry as a iife 
work, but also to expand the psychia ric 
knowledge of those who plan to enter other 
fields. 

E. Medical fellowships to encourage 
broadened skill in psychiatric problems of 
everyday practice by physicians other than 
psychiatrists. 

F. Foreign scholar lectureships to bring 
outstanding men to the United States. 

G. Residency training fellowships under 
unusual circumstances. 

Applications and further information may be 
obtained from the Fellowship Committee, 
Box 7929, Philadelphia. 


THE CINCINNATI SANITARIUM 
CHANGES ITS NAME TO HONOR ONE 
OF OHIO’S FIRST PSYCHIATRISTS 


Numbering among the country’s oldest 
private psychiatric hospitals, The Cincinnati 
Sanitarium has officially changed its name to 
The Emerson A. North Hospital in honor of a 
physician who was once in residence there. 
The announcement of the change was made by 
hospital president Elliott Otte. 

Established in Cincinnati in 1873, the 
institution now known as The Emerson A. 
North Hospital, has kept pace with modern 
diagnostic and treatment procedures. It is one 


of the first such hospitals to create a separate 


out-patient department for electroshock 
therapy. 

Dr. Emerson A. North, who died August 21, 
1953, was born in Patriot, Indiana, seven years 
after the original hospital was opened. He 
attended Purdue University, Lafayette, Indi- 
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ana, from 1899 to 1902, when he entered the 
College of Medicine, University of Cincinnati. 
He received his doctor of medicine degree in 
1906. 

- After interning in 1907-08 at Cincinnati’s 
Jewish Hospital, Dr. North served from 1908 
to 1911 as assistant in psychiatry at Longview 
State Hospital, Cincinnati, Ohio, where he was 
to return in 1917 as superintendent. From 
1913 to 1917 he was resident psychiatrist at 
the hospital that now bears his name. He 
continued as Longview superintendent through 
1923. 

His first University of Cincinnati appoint- 
ment was in September 1925, when he was 
named lecturer on psychology the 
McMicken College of Arts and Sciences. A 
long succession of posts at the university 
followed. 

In September, 1926, he was appointed 
assistant professor of psychiatry in the College 
of Medicine; in 1931 he was promoted to 
associate professor and acting head of the 
department of psychiatry; and within a few 
months received a further advance in rank as 
full professor and head of the department. 

Mr. North resigned from his active 


university connections July 1, 1942, when he 
was given the honorary title of professor 
emeritus of psychiatry. 
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The Emerson A. North Hospital is equipped 
to provide all modern and accepted methods 
of treatment. It has ample classification 
facilities with qualified psychiatric nursing. 
It maintains the Rest Cottage, a separate 
department with separate housing for mild 
neurotic problems and the convalescent. 

Recently an Out-Patient Building was 
constructed for the exclusive use of ambulatory 
out-patient electro-shock therapy. Erected 
as a memorial to Harry Peers Collins, who was 
president and guiding hand of the hospital for 
45 years, the building with its 14 treatment 
rooms is known as the Harry Peers Collins 
Memorial Pavillon. 

The Emerson A. North Hospital is located at 
5642 Hamilton Avenue Cincinnati, Ohio. 
Doctor Owen C. Clark is the Medical Director. 


FRIEDA FROMM-REICHMANN 
MEMORIAL LECTURE 


The Willian#Alanson White Psychoanalytic 
Society is sponsoring a lecture as a memorial 
to Dr. Frieda Fromm-Reichmann. It will be 
delivered by Edith Weigert, M.D., at the Acad- 
emy of Medicine, New York City, on January 
10th, 1958, at 8:30 p.m. The title of Dr. 
Weigert’s paper is The Rediscovery of Trust in 
Psychotherapy. 
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